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ABSTRACT
The purpose of this study was to explore the stigma of 
obesity and its effect on health care utilization. The 
associations between self-esteem, attribution for weight, body 
mass index (BMI), satisfaction with medical care and the behavior 
of delaying/avoiding health care were examined. King's 
Interacting Systems Framework provided the conceptual framework 
for this study. Self-administered questionnaires were completed 
by 216 women recruited from church sites in a southwest city.
Correlations, multiple regressions, and analysis of variance 
were used to analyze the data. An increase in BMI is associated 
with an increase in delay/avoidance of health care.
Weight-related and non-weight-related reasons, including a lack 
of confidence in the health care provider, were cited as 
deterrents to seeking health care.
Healthy People 2000 includes goals to reduce 
obesity-related morbidity and mortality. Providing supportive 
and holistic health care to obese clients reduces the stigma of 
obesity, promotes continuity of care and assists progression 
toward these goals.
Ill
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CHAPTER 1 
Introduction
Problem Statement
Will a woman who is stigmatized go to an environment 
where she is likely to experience further prejudice and 
possible humiliation? Will an obese person seek medical care 
if she feels ashamed and blamed by her health care provider(s)?
Ours is a society that is addicted to beauty. To be 
valued, one must be aesthetically pleasing. Weight loss seems 
to be on everyone's mind. Slim down, tone up, and your life 
will be magical is the message sent by television programs and 
advertisers. The message received is you cannot feel good about 
yourself if you are fat. It is suggested by some authors that 
women are more prone to the effects of the mass media than men 
are (Cash & Brown, 1989; Wadden & Stunkard, 1985). At least 35% 
of American women are obese (Center for Disease Control and 
Prevention, 1994). And indeed, many of these obese women do 
suffer from low self-esteem (Crandall & Biemat, 1990).
Given our society's obvious preference for beauty, 
obesity has become a condition that is stigmatized (Maddox, 
Back, & Liederman, 1968; DeJong, 1980; Hiller, 1981; Crandall, 
1994). The offense of stigmatization is not limited to lay 
people; health professionals are not immune to the societal 
standards of beauty (Klein, Najman, Kohrman, & Munrc, 1982; 
Petemelj-Taylor, 1989; Maroney & Golub, 1992; Maiman, Wang, 
Becker, Finlay, & Simonson, 1979; Young & Powell, 1985; Packer,
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1990). With stigma come prejudice and discrimination. 
Therefore, in order to avoid a situation in which she is 
stigmatized, an obese woman may delay or avoid health care if 
she feels her health care provider holds a bias against or 
berates her because of her weight.
Definition. Prevalence and Health Impact of Obesity
An excess of adipose tissue is defined as obesity (Baron 
in Current Medical Diagnosis and Treatment, 1996).
Approximately 35% of women aged 20 - 74 are obese (Kuczmarski, 
Flegal, Campbell, 6 Johnson, 1994). Obesity is defined in 
women as a body mass index (BMI=kilogram/meters squared) 
greater than or equal to 27.5 (Danford & Fletcher, 1993). 
Similarly, the term "overweight" is defined as a BMI greater 
than or equal to 27.3 (Najjar & Rowland, 1987). "Mild" 
obesity, "moderate" obesity, and "morbid" obesity are 
categorized as BMIs of 27.5-30, 3 0-40, and greater than 40, 
respectively (Danford & Fletcher, 1993).
The prevalence of obesity is increasing (Kuczmarski, 
et.al., 1994). Data from the second National Health and 
Nutrition Examination Suirvey (NHANES II) , conducted from 
1976-1980, show that approximately 26.5% of women aged 20-74 
were obese. NHANES III, conducted from 1988-1991, shows 
approximately 34.9% of women aged 20-74 are obese. Overall, 
body mass index has also increased, with an average BMI (among 
women aged 20-74) of 26.3 in NHANES III as compared to an 
average BMI of 25.1 in NHANES II. In addition, a lower 
socioeconomic status is associated with an increased incidence
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
of obesity; conversely, higher socioeconomic status is 
associated with a decreased incidence of obesity (Sobal & 
Stunkard, 1989).
Obesity has been linked with an increased incidence of 
blood lipid disorders, heart disease, diabetes, high blood 
pressure, certain types of cancer, and musculoskeletal 
disorders (Vanltallie, 1985; Baron in Current Medical Diagnosis 
and Treatment, 1996). Most of these conditions can be detected 
through regular health care visits, including health 
maintenance visits. With early detection and appropriate 
follow-up, the course of the pathological condition may be 
altered, resulting in decreased morbidity, and most hopefully, 
the preservation of quality of life.
Healthy People 2000
Healthy People 2000 (United States Department of Health 
and Human Services, 1992) specifies three major goals for 
public health:
1. Increase the span of healthy life for Americans.
2. Reduce health disparities among Americans.
3. Achieve access to preventive services for all 
Americans.
To achieve these goals, measurable objectives have been 
identified. To decrease the incidence of obesity is among 
these objectives (#1.2, 2.3, 15.10, 17.12). This is a 
worthwhile goal considering the morbidity related to being 
obese. Risk reduction objectives, for example, to increase the 
rate of mammograms, pap screens, and fecal occult blood testing
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
are outlined by Healthy People 2000 (16.11, 16.12, 16.13). To 
reduce the rates of coronary heart disease deaths, strolce 
deaths, cancer deaths, and diabetes-related deaths are also 
objectives of Healthy People 2000 (15.1, 15.2, 16.1, 17.9). 
However, can the goals of Healthy People 2000 be achieved if 
the sociological and medical stigma of obesity act as barriers 
to the utilization of health care services?
Rationale
The costs of health care continue to rise. In an effort 
to rein in these rising dollar figures, methods of delivering 
health care are in a state of reform. Disease prevention and 
health promotion are the new focuses of health care.
"Wellness" is a priority whose aim is to prevent morbid 
conditions that require more intervention and consequently more 
cost. Performing behaviors that enhance personal well-being 
and detect disease early in its course are concepts that form 
the foundation for health protection and promotion. For 
example, regular preventive care for women can include blood 
pressure checks, pap screens, breast examinations, and 
mammography. The delay of health care can obviously exact a 
toll on a woman's longetivity and/or quality of life.
Reducing the incidence and severity of obesity related 
disorders and non-obesity related disorders among obese 
individuals can assist the nation to realize the goals of cost 
constraint and increased well-being. Non-insulin dependent 
diabetes mellitus is one example of an obesity related disorder 
that carries a high rate of complications. Diabetic
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
complications are a major determinant to being hospitalized.
In 1990, nearly 2.8 million hospitalizations were associated 
with diabetes, accounting for 24.5 million hospital days 
(American Diabetic Association, 1996). The American Diabetic 
Association states "The total estimated cost of diabetes in the 
United States exceeds $90 billion per year". In addition, it 
is estimated that there are 8 million people who have yet 
undiagnosed diabetes in the United States (National Diabetes 
Information Clearinghouse, 1995). Many of these diabetics will 
not be diagnosed until complications surface, thereby 
increasing morbidity and cost.
The risk of cardiovascular disease and hypertension rise 
with the body mass index. In an article examining the economic 
costs of obesity, Colditz (1992) estimates the cost of 
cardiovascular disease to the nation to be 22.2 billion, and 
the cost of hypertension to be 1.5 billion. The costs of 
non-insulin dependent diabetes, frequently associated with 
cardiovascular disease and hypertension, were not included in 
these estimates.
To receive preventive care and health promotion 
education, a client must first seek it from a health care 
provider. Therefore, barriers to the utilization of health 
care providers must be removed. The findings of this study 
support the position that the medical and sociological stigmas 
of obesity act as barriers to health care utilization.
Women's self-esteem, perspectives on health care utilization, 
satisfaction with medical care, and body mass index were 
examined.
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significance for Nurse Practitioners
As primary care providers, nurse practitioners bear 
responsibility for many aspects of a client's health care, 
including preventive care, acute care, and management of 
chronic disease. Without the provision of these aspects of 
health care, morbidity and mortality cannot be reduced, and the 
goals of Healthy People 2000 cannot be met.
Nurse practitioners need to be aware of the obese as a 
population that is at-risk for not seeking preventive care, 
acute care, or management of chronic disease. Obese 
individuals are subject to conditions that are caused or 
exacerbated by their obesity; yet, the obese are members of a 
stigmatized population that is reluctant to seek continuity of 
health care. Nurse practitioners can increase the utilization 
of health care by obese clients by providing professional, 
holistic, and compassionate care.
Purpose
The purpose of this study was to explore the association 
between weight and health care utilization by women. The 
relationship between weight, self-esteem, attribution for 
weight, satisfaction with medical care, and the delay/avoidance 
of health care visits were examined. Specific reasons health 
care is delayed/avoided were also examined. This study is a 
follow-up study on research conducted by Packer (1990).
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CHAPTER 2 
Literature Review
Introduction
A literature review investigating the body of knowledge 
regarding obesity, health care utilization, and self-esteem was 
conducted. The literature review also included obesity as a 
sociological and medical stigma. This review first reports 
what is known about the relationship between body weight and 
health care utilization. The second section is devoted to 
examining obesity as a sociological stigma. The third section 
examines obesity as a medical stigma. Literature on obesity 
and self-esteem is reviewed in the fourth section. Other
barriers to health care are examined in the fifth section. And
lastly, because this is a follow-up study on the research 
conducted by Packer (1990), that study is discussed.
Body Weight and Health Care Utilization
There is a paucity of research that examines the 
relationship between body weight and frequency of and 
satisfaction with health care visits. Among the research that 
does exist, Adams, Smith, Wilbur, and Grady (1993) found, in a
descriptive study, that very overweight women (40% or more
above expected mean weight for their height; n=40) were 
significantly less likely to report annual pelvic examinations 
than average weight (n=193) or moderately overweight women 
(defined as a weight between 20% and 40% over expected mean
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
weight; n=58) . That same study also found that 17% of the 
physicians surveyed (n=l,315) were reluctant to perform pelvic 
examinations on a "very obese" patient, and 83% of the 
physicians were reluctant to perform pelvic examinations on 
patients who were "very reluctant" to have the examination.
The researchers conclude that there may be "the possibility of 
a combined effect between patient reactions and physician bias" 
(p.55) in explaining the decreased frequency of pelvic 
examinations among obese women.
A descriptive study by Olson, Schumaker, and Yawn 
(1994) of 310 women found that 12.7% of their respondents 
delayed or cancelled physician appointments because of weight 
concerns. Of those respondents who were classified as obese in 
this study (BMI>27, n=27), 32% reported delaying or cancelling 
physician appointments because they Icnew they would be weighed. 
Delaying or cancelling physician appointments was reported by 
55% (n=6) of the very obese (BMI>35) . Interestingly, the 
participants were females, all employed in the health care 
field as nurses, nursing assistants, health unit coordinators, 
and general psychiatric assisteints. Reasons given for delaying 
or cancelling physician appointments were embarrassment about 
their weight (72%), knowing they would be weighed (13%), and 
planning to lose weight before they saw the physician (63.8%) .
Packer (1990) found that women who are obese generally 
have less positive attitudes toward physicians. Interviews 
conducted with 20 obese participants (weighing between the 
mid-300's to 500 pounds) revealed that obese women are 
frequently berated about their weight and are treated
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disrespectfully. Health problems are misattributed to being 
overweight. Packer's research also showed that health care is 
frequently delayed or avoided, particularly when the need is of 
a gynecological nature. Interestingly, despite the negative 
treatment received from health care providers, most of the 
participants in Packer's study reported having a current 
physician with whom she felt "fairly comfortable".
These articles support the position that the stigma of 
obesity, as perceived by the client, and the bias against the 
obese, as held by health care professionals, dissuade obese 
women from seeking health care.
Obesity as Sociological Stioma
An abundant amount of literature supports the position 
that obesity is viewed as a sociological stigma. (In addition 
to the following review, the reader is referred to the works of 
Natalie Allon, summarized by Sobal, 1984). Yet, the obese in 
our society are not only stigmatized but are also considered 
"deviant" . Deviance has been defined as an "undesirable 
difference" (Dinitz, Dynes, and Clark, 1969). Dinitz, et.al. 
describe five types of deviants : freak, sinful, criminal,
sick, and alienated. A "freak" is defined as "aberrant in 
being" and includes the "fat" person as an example. Dinitz, 
et.al. (1969) state that society responds to the "threat" of 
deviance in various ways, including "disgust and sometimes 
revulsion".
The individual afflicted with the deviant attribute 
develops coping strategies to deal with a "devalued identity"
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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(Hughes & Degher, 1993). Five coping strategies emerged from 
this qualitative study using observation and unstructured 
interviews of participants (n=29) of a national weight 
reduction program. "Avoidance behavior" was the most common 
coping strategy. This can entail systematic avoidance of 
situations where being fat is problematic. Avoidance behavior
can also include ignoring the condition.
Goffman (1963) has described three types of stigma: 
abominations of the body, blemishes of individual character, 
and tribal stigma of race, nation, and religion. A person with 
a stigma is "reduced in our minds from a whole and usual person 
to a tainted, discounted one" (Goffman, 1963; p.3). In a study 
by Maddox, et.al (1968) a fat child was ranked least likeable 
among children with recognized physical disabilities (n=199). 
Furthermore, the obese were imputed to be responsible for their 
condition.
The obese in our society are thought of as deviant and 
suffering from character flaws if they are perceived to be 
responsible for their fatness (Maddox, et.al., 1968; DeJong, 
1980). In the study by DeJong (1980), 64 high school girls 
were asked to complete questionnaires that examined their 
attitudes toward both normal-weight and obese peers, both with 
and without a "glandular (thyroid) disorder". The high school 
girls were informed which peers suffered from the disorder.
The results indicated that when a fat person is perceived as 
being responsible for being fat, her likability decreases. The 
likability of the overweight girl who had a legitimate reason, 
e.g. a "glandular disorder" , for being fat was not decreased.
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Crandall and Biemat (1990) surveyed undergraduates 
enrolled in an introductory psychology class (n=l,072) in order 
to measure attitudes toward "fatness and fat people" . 
Questionnaires measured "anti-fat attitudes, political 
conservatism, symbolic racism, sexual attitude scale, 
additional social attitudes, Christian religiosity, and body 
mass index" . One central ideological tenet emerged - every 
person is responsible for what happens in his/her life. 
Interestingly, there was no significant correlation between 
body mass index and "anti-fat" attitudes, indicating that being 
obese does not prohibit bias against other obese people.
In a study by Hiller (1981), 223 college students were 
asked to write stories about male and female stimulus 
characters "who varied only in body image". The subjects were 
drawn from introductory sociology classes. Hiller found that 
the subjects wrote more negative stories, and tended to create 
more unpleasant characters when writing about the overweight 
stimulus figures. Women were more likely than men to attribute 
negative characterizations to the overweight characters.
The bias against overweight people has been conpared to 
racism. In Crandall’s study (1994), undergraduate students 
(n=2,406) completed a questionnaire measuring "anti-fat" 
attitudes. Results showed that the prejudice against obese 
people today is at the same state racism was about 50 years 
ago : "overt, expressible, and widely held". This study also
supported the theory that an individual is more likely to be 
stigmatized against if it is felt that he/she is responsible 
for his/her condition.
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Although obesity is a readily apparent characteristic for 
both males and females, the literature indicates that women may 
be more prone to the societal standard of beauty and stigma of 
obesity than men are (Silverstein, et. al., 1986; Stake &
Lauer, 1987; Cash & Brown, 1989; Pingitore, Dugoni, Tindale, & 
Spring, 1994; Kolotkin, et.al., 1995).
Men and women of average weight were shown to hold as an 
ideal the slightly underweight woman and the slightly 
overweight man (Stake & Lauer, 1987) . Female and male subjects 
(n=44 and n=40, respectively) completed questionnaires, 
providing information on his/her body size, ideal body size, 
social life, and self-esteem. Interestingly, overweight 
subjects indicated a preference for women who were slightly 
above normal weight.
Cash and Brown (1989) administered questionnaires 
measuring subjects' attitudes toward their physical appearance, 
fitness, health, satisfaction with particular body parts, and 
attitudes toward weight. Results showed that "females placed 
more cognitive and behavioral emphasis on managing their 
appearance and on handling any physical illness, while being 
somewhat less oriented toward fitness" (p. 370).
Conversely, in a study assessing the impact of weight on 
quality of life (n=181) (Kolotkin, et.al. 1995), both men and 
women were shown to have a general worsening in quality of life 
as body mass index increased. However, the subjects were 
outpatients at a treatment center for obesity, indicating that 
there may be a difference between those who seek treatment for 
their obesity and those who do not.
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The mass media plays a role in determining and promoting 
a woman's "thin is good" ideology (S i 1 vers te in, et.al., 1985). 
Forty photographs of actors and actresses from popular 
television shows were shown to subjects and rated on a scale 
from 1 (thin) to 9 (obese). The majority of the actresses 
(69.1%) were rated as thin (1 or 2), as opposed to 17.5% of the 
actors being so rated. Only 5% of the actresses were rated as 
heavy.
In the same study by Silverstein, et. al. (1986) , 12 
issues each of 4 popular women's magazines were compared to 12 
issues each of 4 popular men's magazines. The number of 
advertisements for diet foods and articles dealing with body 
shape or size were analyzed. The number of ads for diet foods 
in women's magazines was greater than that in men's (62 versus 
1, respectively). The number of articles about body shape or 
size totalled 96 in women's magazines as opposed to 8 in men's 
magazines.
A study to assess whether obese individuals, especially 
women, would be discriminated against in a mock employment 
interview was conducted by Pingitore, et. al. (1994). Subjects 
(n=320) viewed a videotape of a job interview that used a 
professional actor appearing as an applicant of either normal 
weight or overweight. Likelihood to hire the applicant was 
rated. Results indicated that the overweight applicant was 
recommended for hire significantly less often than the normal 
weight applicant, and that overweight women were less likely to 
be hired than overweight men.
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The literature has shown that obesity in our society is a 
stigmatized and deviant condition. Furthermore, the obese 
female is subjected to a greater amount of bias and prejudice 
than is the obese male. The obese woman who is imputed to be 
responsible for her condition suffers from a greater amount of 
stigma than does the individual whose obesity is thought to be 
"not of her own doing" .
Obesity as Medical Stioma
A medical stigma of obesity exists. Obesity was cited by 
33% of the physicians (n=427) questioned in a study examining 
patient characteristics that evoke negative responses (Klein 
et. al., 1982).
Physicians have been shown to attribute negative 
characteristics to obese patients (Maddox & Liederman, 1969).
In a study of 100 physicians and medical students, 60 
characterized obese patients as "weak-willed", 54 characterized 
them as "ugly" , and 55 characterized the obese as "awkward" .
In a study by Petemelj-Taylor (1989), perceptions held 
by nursing students (n=100) toward obese patients were 
examined. The nursing students evaluated the obese patients 
more negatively, however, the nurses did not withdraw from the 
obese any more than they did the normal-weight patients.
It is generally thought that the obese could lose weight 
if they exercised self-control and changed their lifestyle 
(Maroney & Golub, 1992; Maiman et.al., 1979). Conversely, a 
significant percentage (74%;n=67) of nurses in Maroney's study
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disagreed with the statement "Most obese adults can lose weight 
if they change their eating habits" (p.389) .
Obesity has also been found to influence diagnosis made 
by professionals (Young & Powell, 1985; Packer, 1990). Obesity 
serves as a “master status", overshadowing other attributes. 
Mental health professionals (n=120) assigned significantly more 
dysfunction to the obese in the following areas: agitation, 
emotional behavior, impaired judgment, inadequate hygiene, 
inappropriate behavior, obsessive-compulsive behavior, 
self-injurious behavior, and stereotyped behavior (Young and 
Powell, 1985). Physicians often focus on weight solely as the 
cause of health problems and may refuse to perform diagnostic 
tests, or prescribe birth control and other medications, citing 
size as a precluding factor (Packer, 1990). In addition, women 
have reported that their gynecologists have refused to believe 
that they were sexually active (Packer, 1990), further evidence 
that fat is seen as aesthetically "undesirable" . One 
participant in Packer's study reported that she was told by a 
physician (after asking for birth control) , "Who are you going 
to get? Captain Ahab?" (p. 162) . Another was told "You're not 
going to get a husband, if you don't stick to my diet." (p.
151). These examples illustrate that health care providers are 
not immune to holding prejudice against the obese.
In summary, obesity has been shown to evoke negative 
responses from health care professionals. Moreover, health and 
physical problems are frequently readily attributed to a 
patient's obesity, prior to the performance of einy diagnostic 
tests.
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Obesity and Self-esteem
It is evident then, that obese people in our society are 
subjected to sociological and medical stigmas. Our society 
would have everyone believe that if you are obese, you cannot 
possibly feel good about yourself, or have any measure of 
self-esteem. The literature does not support this common 
notion. The obese are not a homogenous group. Those that 
reject the cultural standard of beauty as thinness report 
higher levels of self-esteem and self-confidence (Packer, 1990; 
Fuller & Groce, 1991).
In a qualitative study, 15 obese women were interviewed 
(Fuller Sc Groce, 1991) . An open-ended question format was 
utilized. Less than half of these women reported low 
self-esteem. Those that subscribed to the societal standard 
that thinness equals beauty equals worth reported they "did not 
feel very good about themselves" . Those that did not subscribe 
to the societal ideology reported positive self-images: "I
feel good about myself in so many ways that even when I look in 
a mirror, I don't see a fat woman..." (p.172).
The self-esteem of obese people may be protected by 
attributing negative outcomes or negative feedback to prejudice 
or discrimination (Crocker, Cornwell, & Major, 1993) . In a 
study of 27 overweight women who received negative feedback, 
those who attributed the negative feedback to their condition 
of overweight were found to have more "negative mood" and lower 
self-esteem than those women who attributed the negative 
feedback to other people's prejudice against the overweight 
condition.
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A study by Stake and Lauer (1987) resulted in findings 
that support the position that there is no relationship between 
weight and self-esteem for men or women. However, the study 
(n=44 women and 40 men) did suggest there is a positive 
relationship between attractiveness and self-esteem for women.
It has been suggested that unsuccessful weight loss can 
be perceived as failure and result in diminishment of 
self-esteem (Allan, 1994). This qualitative study (n=20) of 
women found that this perception of failure and decreased 
self-worth is found in women who abide by the societal standard 
of thinness. For overweight women, Allan states that weight is 
the "lens through which experience and, in turn, she herself is 
viewed" (p.541).
Both groups of women - those with low self-esteem and 
those with high self-esteem - have been found to delay or avoid 
health care (Packer, 1990). However, obesity research which 
has included the variable self-esteem is lacking.
Consequently, self-esteem needs to be studied with the 
variable obesity.
Previous Study bv Packer
Packer (1990) used both quantitative and qualitative 
approaches to study the effects of "the medical stigma of 
obesity" on health care utilization among women. The sample 
consisted of 118 women, aged 19 - 70. The women were members 
of either Weight Watchers (a diet group), or The National 
Association to Advance Fat Acceptance (NAAFA) (a human rights
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group). Those that were at least 30% "above medical standards 
for appropriate weight" were eligible to participate.
The quantitative portion of the study included a 
questionnaire that examined how "weight level and attribution 
of responsibility for weight affect physician utilization".
This questionnaire also included a self-esteem scale and a 
scale measuring satisfaction with medical care. A positive 
relationship was found between weight and reasons (both 
weight-related and non-weight-related) for having avoided 
health care.
Interviews were conducted for the qualitative portion of 
the study. Seven women from each of the two groups (Weight 
Watchers and NAAFA) were chosen. Subjects were matched on 
"background characteristics", including weight and age. In 
addition, six of the largest women (weighing from the mid 300's 
to approximately 500 pounds) were also chosen for interviews, 
bringing to 20 the number of participants interviewed. Packer 
found that the members of NAAFA were much more angry about 
their weight-related interactions with their physicians, while 
members of Weight Watchers were more tolerant, although the 
interactions made them uncomfortable. Those participants who 
felt less responsible for being obese were more likely to seek 
health care providers who dealt with their weight in a more 
acceptable way.
The use of multiple methodologies is a strength of 
Packer's study and may serve to provide a more complete 
portrayal of the issue.
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Packer states "a well-established scale (had one existed) 
measuring attitudes toward physicians and willingness to seek 
health care" (p.194) would have benefitted the study. The use 
of Packer's instrument in this study may add to its reliability 
and validity.
Packer's study involved obese participants only. Packer 
states her research “in essence, compared those who are 
somewhat stigmatized with those who are very stigmatized"
(pp.195-196). Exploring the correlation between body weight, 
self-esteem, and health care utilization among women who range 
from a normative weight to overweight adds another dimension to 
this issue.
Other Barriers to Health Care
Barriers to the access and utilization of health care are 
varied and complex. Health care policy proposals focus on 
financial barriers to health care, and there is no doubt that 
this type of barrier exists. The lack of financial means or 
health insurance precludes health care for many. In addition, 
health insurance may be inadequate, or fail to provide 
preventive care services (Adler, Boyce, Chesney, Folkman, & 
Syme, 1993). These scenarios often result in the use of the 
emergency department as a source of medical care, further 
resulting in a lack of continuity of care and little or no 
preventive health care services. Other finance-related 
barriers to health care may include difficulty with 
transportation or taking time off work (Thomas & Fick, 1995).
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Nonfinancial barriers to health care exist. Cary, 
Goldberg, Jobe, McCann, Skupien, Troxel, & Williams (1995) 
identified three types of nonfinancial barriers : supply
barriers, shortages of health care providers; organizational 
barriers, fragmentation within the health care delivery system; 
and cultural and social barriers.
Barriers to obtaining recommended mammograms have 
included a fear of cancer, a lack of confidence in the efficacy 
of mammograms, and difficulty with arranging the procedure 
(Thomas & Fick, 1995; Salazar & deMoor, 1995). The influence 
of the health care provider has also been shown to be 
associated with the decision to obtain a mammogram (Thomas & 
Fick, 1995; Salazar & deMoor, 1995). Dissatisfaction with 
medical care has been implicated as a barrier to health care 
utilization (Ware & Davies, 1983).
It has been suggested that in order to optimize primary 
care outcomes, further research to study nonfinancial barriers 
to health care is essential (Cary, et.al. 1995).
Summary
The literature supports the existence of sociological and 
medical stigmas against obesity. That the obese are not a 
homogenous group and therefore have differing views on 
attributions of obesity and self-esteem is also loiown. The 
combined effects of responsibility for weight ideology, actual 
body weight, and self-esteem on satisfaction with health care 
and health care utilization has not been adequately studied.
If the goals of Healthy People 2000 are to be achieved, and we
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as a nation are committed to restraining health care costs 
while increasing individual wellness, the relationship of 
obesity and its function as a barrier to the utilization of 
health care must be further addressed. Furthermore, to 
validate Packer's findings more fully, the non-obese as well as 
the obese need to be studied.
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CHAPTER 3 
Conceptual Framework
Imogene King's Interacting Systems Framework provided the 
foundation for this study. King's framework is based on a 
general systems theory and is concerned with "human 
transactions in different types of environments" (King, 1995; 
p. 19). Three systems interact dynamically to provide the 
internal and external environments to an individual : a personal 
system, the individual; an interpersonal system, two or more 
individuals ; and a social system, groups with similar concerns 
and interests. Concepts within the framework "represent 
knowledge essential for understanding the interactions between 
the three systems" (King, in Frey & Sieloff, eds., Advancing 
King's Systems Framework, 1995; p. 18). Six concepts define 
the personal system: self, body image, perception, growth and 
development, personal space, and time. The interpersonal 
system is comprised of role, communication, interaction, 
transaction, and stress. Social system is made up of 
organization, power, authority, status, and decision making.
22
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Concepts of particular relevance to this study include 
perception, body image, growth and development, communication, 
interaction, role, and status (See Figures 1 and 2, adapted 
from King, 1981). These concepts were operationalized to 
describe the individual in terms of the variables of weight, 
self-esteem, attribution for weight, satisfaction with medical 
care. Perception, body image, and self are taken from the 
personal system.
The concept of perception is defined as "a process of 
organizing, interpreting, and transforming information from 
sense data and memory. It is a process of human transactions 
with environment. It gives meaning to one's experience, 
represents one's image or reality, and influences one's 
behavior" (King, 1981, p.24). The responsibility an obese 
woman feels for her weight serves as King's concept of 
perception. Perception was measured using a scale measuring 
attribution for weight (Section 17 of instrument). The scale 
includes five statements regarding responsibility for, and 
staying at a "normal" weight.
Body image is defined as a "person's perceptions of his 
(or her) own body, others' reactions to his(her) appearance, 
and is a result of others' reactions to self" (King, 1981, 
p.33) . Self-esteem is a measurement of body image and as such
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Role /  Status
Perception
^Communication
BehaviorBody Image
^Interaction
Growth
and
Development
Figure I .  Hypothesized relationships among variables using King's conceptual framework.
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Figure 2. Hypothesized relationships among operationahzed variables using King's conceptual 
framework.
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it was measured in this study. The literature has shown that 
women who do not "buy into" society's ideal of beauty tend to 
have higher self-esteem. These women accept their bodies, 
obese or not. Her perception of her body is not based on what 
society tells her it should be. Therefore, self-esteem, 
operationalizing the concept of body image, was measured by the 
Rosenberg Self-Esteem Scale (1965), as adapted by O'Brien 
(1985), and included in the tool used in Packer's study 
(Section 13 of instrument).
The concept of growth and development includes "cellular, 
molecular, and behavioral changes in human beings" (King, 1981, 
p.30). King (1981) states "these changes are continuously 
taking place" and that "there is continuity and regularity due 
to anabolism and catabolism" (p.30). The body mass index (BMI) 
of the subject operationalized the concept of growth and 
development.
The concepts of communication, interaction, and role are 
taken from the interpersonal system. Communication is defined 
as "a process whereby information is given from one person to 
another" (King, 1981) . This communication may be either verbal 
or nonverbal. King defines interaction as "a process of 
perception and communication between person and environment and 
between person and person, represented by verbal and nonverbal
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behaviors that are goal directed" (King, 1981). Satisfaction 
with medical care served to exemplify these concepts. 
Communication between health care providers and patients has 
been linked with the satisfaction of the medical care (Roter 
and Hall, 1989). A scale measuring satisfaction with medical 
care (Section 14 of instrument) operationalized the concepts 
of communication and interaction.
Role is defined as "a set of behaviors expected of 
persons occupying a position in a social system; rules that 
define rights and obligations in a position" (King, 1981). Our 
society ascribes the role of deviancy to the obese (Dinitz 
et. al., 1969; Hughes & Degher, 1993). A woman's self-blame 
(or lack of) for being obese, and her self-esteem were used to 
reflect whether or not she subscribes to or rejects the role of 
"societal deviant".
Status is included in social system. It is defined as 
the "position of an individual in a group or a group in a 
relation to other groups in an organization" (King, 1981, 
p.129) . By virtue of being different from the "norm", members 
of stigmatized and deviant groups are looked upon as "not quite 
human" and "tainted and discounted" (Goffman, 1963) . It 
follows then that a stigmatized and deviant person occupies a 
diminished social status. Because the obese are considered
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stigmatized and deviant (Goffman, 1963; Dinitz, et. al., 1969; 
Hughes & Degher, 1993), they have diminished social status.
The medical and societal stigmas of obesity served as the 
constructs by which status and role were defined. A woman's 
behavior, that is, whether she has delayed/avoided health care 
due to weight concerns, her body image, and perception served 
as reflections of her acceptance or rejection of the role and 
status ascribed to her because of her obesity.
Assumptions
1. There is a medical stigma against obesity (Klein, et.al., 
1982; Maiman, et.al., 1979; Maroney, et.al., 1992 ;
Petemelj-Taylor, 1989; Young & Powell, 1985; and PacJcer,
1990).
2. There is a societal stigma against obesity (Maddox, et.al., 
1968; Dinitz, et. al., 1969; DeJong, 1980; Hiller, 1981; Stake 
& Lauer, 1987 ; Crandall & Biemat, 1990 ; Hughes & Degher, 1993 ; 
Crandall, 1994; and Pingitore, 1994).
Hypothesis
1. There is a positive relationship between body mass index 
and the delay/avoidance of health care.
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2. Among obese women, there is an inverse relationship between 
self-esteem and the delay/avoidance of health care.
3. Among obese women, there is a positive relationship between 
personal attribution for weight and the delay/avoidance of 
health care.
4. Among obese women, there is an inverse relationship between 
satisfaction with medical care and the delay/avoidance of 
health care.
5. Among obese women, there is an inverse relationship between 
personal attribution for weight and satisfaction with medical 
care.
6. The independent variables of body mass index, self-esteem, 
attribution for weight, and satisfaction with health care have 
a combined effect on the dependent variable delay/avoidance of 
health care.
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CHAPTER 4 
Me thodo1ogy
Research Design
A correlational survey was used to explore the 
relationship between the independent variables of body mass 
index, self-esteem, attribution for weight, and satisfaction 
with medical care and the dependent variable of delay/avoidance 
of health care. A correlational survey was an appropriate 
design as multiple variables were measured once using a written 
questionnaire from a single designated population sample (Woods 
& Catanzaro, 1988) . It is acknowledged that using this design 
does not establish a causal relationship among the variables. 
However, studies exploring obesity and the utilization of 
health care are a necessary addition to the body of literature 
that already exists on obesity.
Sample
Two hundred and sixteen women, comprising a continuum of 
normative weight to overweight, made up the sample of focus for 
this study. A convenience sample of women (of any weight) was 
recruited as subjects for this study. The use of 
nonprobability sampling limits the generalizability of the 
findings beyond the sample studied (Woods & Catanzaro, 1988). 
Two hundred and twenty-two women were recruited from five 
churches in the Las Vegas metropolitan area. Six
29
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questionnaires were either illegible or incoiiplete, and were 
therefore not usable, bringing to 216 the number of usable 
questionnaires. The five churches were of different 
denominations, including Catholic, Presbyterian, Church of 
Jesus Christ of Latter Day Saints, Seventh Day Adventists, and 
Baptist.
Criteria for Sample Selection
Non-pregnant adult women (aged 18 and over) were eligible 
to participate. The participants were all active participants 
of their church.
Church contacts and arrangements for subject recruitment 
were made through personal acquaintances who were members of 
the churches. The contact person at each church was either a 
pastor, priest, or director of the women's ministry.
Churches were selected as the sites of data collection 
for two reasons: 1) convenient accessibility, and 2)
relative homogeneity among the women selected in that they are 
active in their respective churches. Using church groups for 
data collection limits the generalizability of the study's 
results.
Human Rnh-ierts Rights
The researcher assumed responsibility for ensuring that 
informed consent was obtained from the participants. A cover 
letter which stated the risks, benefits, and the 
confidentiality of the study was included with the 
questionnaire. The participant was informed that completing
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and returning the questionnaire implied consent to participate. 
Approval of the study procedure for protection of human 
subjects rights was obtained from the University of Nevada, Las 
Vegas, Office of Research Administration and the appropriate 
personnel (for example the Pastor, or Director of Women's 
Ministries) of the selected churches.
Procedure
The questionnaire was distributed to the participant 
either after church services or at meetings of the women's 
ministries. Participants were asked to read the cover letter 
prior to completing the questionnaire.
Instrumentation
The questionnaire, developed by Packer (1990) and used 
in her dissertation. Barriers to Health Care Utilization: The 
Effect of the Medical Stioma of "Obesity" in Women, collects 
data on perception of current health status, frequency of 
medical care, reasons for seeking or avoiding medical care, 
satisfaction with medical care, self-esteem, attribution for 
weight, and demographic data. (See Appendix B.)
Several portions of the questionnaire are adaptations of 
previous instruments. Two questions from Saltzer's (1978) 
Weight Locus of Control Scale as modified by Paclcer (1990) 
measured the participants' attributions about their weight and 
how much control they feel they have over it. The overall 
Cronbach's alpha for the five items in the scale (Section 17)
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measuring attribution for weight was .85 in Packer's study 
(1990). Factor loadings ranged from .72 to .90.
The Satisfaction with Medical Care Scale (Section 14) 
(Roghmann, Hengst, & Zastowny, 1979) was modified by Packer 
(1990) and yielded acceptable alphas when separated into 
positive and negative scales (.81 for the positive scale and 
.70 for the negative scale). Factor loadings for the eight 
items in the positive scale ranged from .54 to .80. Factor 
loadings for the four items in the negative scale ranged from 
.56 to .83. Satisfaction, as measured by this scale, has been 
found to significantly predict utilization of physicians by the 
respondent (Roghmann, Hengst, & Zastowny, 1979). The final 
statement on this scale, "Doctors are careful to perform 
thorough physical exams” was added for this study. This item 
was added based on Packer (1990) and Adams et.al. (1993) 
findings that overweight women may receive less than thorough 
examinations.
Self-esteem was measured with the Rosenberg Self-Esteem 
Scale (1965), as adopted by O'Brien (1985) (Section 13). The 
alpha coefficient measured .89 for the 10 items. Factor 
loadings ranged from .57 to .81.
A scale to measure how likely a participant would be to 
visit a physician for a variety of symptoms (Section 12) was 
developed by Paclcer (1990). The 15 item scale yielded a 
Cronbach alpha coefficient of .90. When divided into serious 
and non-serious symptoms, the alpha coefficients remained high 
(.85 and .87 respectively). Factor loadings ranged from .53 to 
.88.
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Self-reported heights and weights were used to calculate 
the body mass index (BMI) . The body mass index was obtained by 
the formula : BMI = weight (kilograms ) divided by
height(meters) squared (Danford & Fletcher, 1993). Studies 
have indicated that obese women underestimate their weight as 
opposed to underweight women who overestimate their weight 
(Kuskowska-Wolk, Karlsson, Stolt, and Rossner, 1988; Rowland, 
1990). Kuskowska-Wolk, et. al. (1988) also found that all 
women, including the tall, overestimate their height. These 
errors in self-reported height and weight may yield unreliable 
BMI measurements. Actual BMI indexes may be higher for the 
obese subjects, while BMI indexes may be lower for the 
underweight subjects. This implies that any correlation scores 
that involve BMI may be more significant than is reported.
Data Analysis
The sample population was profiled demographically and 
descriptive analysis was conducted on the remaining data.
The null hypotheses tested were :
1. There is no relationship between body mass index and 
the delay/avoidance of health care. Pearson's Product Moment 
Correlation Coefficient (Pearson's r) was calculated to assess 
the relationship between body weight and the delay/avoidance of 
health care.
2. Among obese women, there is no relationship between 
self-esteem and the delay/avoidance of health care. Pearson's 
r was calculated to assess the relationship between self-esteem 
and the de lay/avoidance of health care among obese women.
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3. Among obese women, there is no relationship between 
attribution for weight and the delay/avoidance of health care. 
Pearson's r was calculated to assess the relationship between 
attribution for weight and the delay/avoidance of health care 
among obese women.
4. Among obese women, there is no relationship between 
satisfaction with medical care and the delay/avoidance of 
health care. Pearson's r was calculated to assess the 
relationship between satisfaction with medical care and the 
delay/avoidance of medical care.
5. Among obese women, there is no relationship between 
attribution for weight and satisfaction with medical care. 
Pearson's r was calculated to assess the relationship between 
attribution for weight and satisfaction with medical care.
5. The independent variables body mass index, 
self-esteem, self-concept, and satisfaction with health care 
has no combined effect on the dependent variable 
delay/avoidance of health care.
The alpha level was specified at 0.05. The critical value 
of Pearson's r was determined and the null hypotheses were 
either rejected or not rejected and conclusions were drawn.
Reliability assessments for the scales were made for the 
study sample. Cronbach's alpha was computed for the Rosenberg 
Self-Esteem Scale, the scale of participants' attributions 
about their weight, the Satisfaction with Medical Care Scale, 
and the Delay/Avoidance of Health Care Scale. Cronbach's alpha 
was confuted both with and without the last statement on the 
Satisfaction with Medical Care scale, as this statement was an
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addition for this study. Construct validity has been 
established on these scales through their use on previous 
studies (Saltzer, 1973; Rosenberg, 1978; Roghmann, et. al., 
1979; O'Brien, 1985; Packer, 1990) .
The portion of the questionnaire that examined reasons 
for delaying/avoiding health care (Section 8) was divided into 
weight-related and non-weight related reasons. Scores were 
totalled, giving four continuous variables (weight-related 
reasons in the past year, weight-related reasons ever, 
non-weight-related reasons in the past year, and non-weight- 
related reasons ever).
Multiple regression analysis between the dependent 
variable delay/avoidance of health care and the independent 
variables of body mass index, self-esteem, attribution for 
weight, and satisfaction with medical care was conducted. The 
extraneous variables of perceived health status, age, and 
education were also examined for their contribution to the 
delay/avoidance of health care.
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CHAPTER 5 
Findings
Completed questionnaires were obtained from 216 women 
recruited from five churches in a southwest city. The 
variables body mass index, self-esteem, attribution for weight, 
satisfaction with medical care, and the delay/avoidance of 
health care were measured. Demographic information was also 
obtained.
Demooraphi c s
The majority of the respondents were White/Caucasian 
(87.4%, n=187) and half were of the Catholic faith (50.3%, 
n=98). Most of the subjects (63.4%, n=137) were college 
graduates or have had "some college". Another 15% (n=32) of 
the subjects have had "post graduate education". Most (77.9%, 
n=171) were employed outside of the home and earn more than 
$40,000 per year (69.2%, n=142). Of the respondents, 63.8% 
(n=138) were between the ages of 30-49 (Tables 1-6).
36
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
37
Table 1
Race % n
White/Caucasian 87.4 187
Hispanic 4.2 9
Black 3.7 8
Asian/Pacific Islander 2.3 5
Native American 1.4 3
Other 1.0 2
Total 100.0 214
n=214
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Table 2
Religion % n
Catholic 50.3 98
Latter Day Saint 11.8 23
Christian 9.2 18
Baptist 7.2 14
None 5.1 10
Other 4.6 9
Presbyterian 3 . 6 7
Protestant 3 .1 6
Seventh Day Adventist 2.6 5
Methodist 1.5 3
Jewish 1.0 2
Total 100 . 0 195
n=195
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Table 3
Education Level of Respondents
Education % n
Some college 34.4 74
College graduate 29.3 63
Post graduate degree 14 . 9 32
High school graduate 14.0 30
Vocational/Business 5 .1 11
Some high school . 9 2
Other . 9 2
Elementary or less . 5 1
Total 100.0 215
n=215
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Table 4
Occupation % n
Professional 36.6 78
Clerical 20.2 43
Manual 16.9 36
Homemaker 15.5 33
Retired 6.6 14
Other 4.2 9
Total 100.0 213
n=213
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Table 5
Income of Respondents
Income % n
0-19,999 (1) 8.8 18
20-39,999 (2) 22.0 45
40-59,999 (3) 20.0 41
60-79,999 (4) 26.3 54
80-99,999 (5) 8.8 18
100.000+ (6) 14.1 29
Total
n=205 
mean=3.47 
mode=4.0 
median=3.0 
sd=l.5
100.0 205
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Table 6
Age of Respondents
Age % n
18-29 (1) 13.0 28
30-39 (2) 28.2 61
40-49 (3) 35.6 77
50-59 (4) 16.2 35
60-69 (5) 5.1 11
70-79 (6) 1.9 4
Total 100.0 216
n=216 
mean=2.78 
mode=3.0 
median=3.0 
sd=1.14
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Instrument
Cronbach's alpha was calculated for the 
Self-esteem scale. Satisfaction with Medical Care scale. 
Attribution for Weight scale, and the Delay/Avoidance of Health 
Care scale (Table 7) . All alpha coefficients were greater than 
.80 with the exception of the attribution for weight scale, 
which was .75. Overall, the alpha scores reflect an acceptable 
internal consistency reliability.
The Delay/Avoidance of Health Care scale (Packer, 1990) 
examined weight-related and non-weight-related reasons health 
care was delayed/avoided. This scale was divided into two 
separate time periods, "ever" and "past twelve months". Each 
of the time periods included 19 items.
Alpha scores were obtained both with and without the 
last item "Doctors are careful to perform thorough physical 
exams" for the satisfaction with medical care scale because 
this was a statement added for this study.
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Table 7
Rf»1-iability Coefficients for the Delay/Avoidance of Health Care. 
Satisfaction with Medical Care. Self-esteem, and Attribution for 
Weight Scales
Alpha of
Scale___________________________ Number of items_____sample____
Delay/avoidance of
health care-"ever" 19 .84
(n=215)
Delay/avoidance of
health care-"past 12 months" 19 .86
(n=215)
Delay/avoidance of health
care: non-wt-related "ever" 14 .80
(n=215)
Delay/avoidance of health
care: non-wt-related "pastl2mo" 14 .80
(n=215)
Delay/avoidance of health
care: wt-related "ever" 5 .82
(n=216)
Delay/avoidance of health
care: wt-related "past 12 mo" 5 .82
(n=216)
Self-esteem scale (n=199) 10 .88
Satisfaction with medical care
with last item 12 .85
(n=196)
Satisfaction with medical care
scale without last item 11 .83
(n=196)
Attribution for weight scale 5 .75
(n=204)
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Overview of Respondents' General Health Status
The majority of the women in this study considered 
themselves to be in excellent, very good, or good health 
(94.2% n=195)(Table 8).
Table 8
Respondent's Perception of Health
Value__________________________ %_________________ n_
very good 49.3 104
good 23.7 50
excellent 21.3 45
fair 4.7 10
poor__________________________ 0.01________________2_
Total 99.01* 211
n=211
*Total does not equal 100% due to rounding of figures.
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Of the participants, 87% (n=188) had a "particular 
health care provider" who could be consulted when needed. 
Approximately 87% of the women had seen a health care provider 
in the past 12 months, and preventive health care was 
considered beneficial by approximately 88% (n=176) of the 
participants (Tables 9 and 10).
Table 9
Number of Visits in Past 12 Months
Value % n
0 11.0 23
1 16.7 35
2 20.6 43
3-4 19.7 41
5-6 11.5 24
7-8 2.3 5
9-10 6.7 14
>10 11.5 24
Total 100.0 209
n=209 
mean=4.64 
mode=2.0 
median=3.0 
sd=5.81*
*There were two outliers, one citing 100 visits during the past 
year and one citing "too many visits to count". These 
participants' responses were not factored into these 
descriptive statistics.
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Table 10
Belief that Preventive Care is Beneficial
nValue %
1 (Strongly disagree) 3.0 6
2 2.5 5
3 6.5 13
4 11.5 23
5 (Stronalv agree) 76 .5 153
Total 100.0 200
n=2 00 
mean=4.6
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Health insurance that provides coverage for "medical 
checkups" was carried by 85.1% of the women, and 74.5% of the 
subjects had health insurance that provides coverage for 
"medical visits, not checkups" (Table 11).
Table 11
Type of Health Insurance Coverage
Coverage____________________________%JÎ_________ n*____________
medical checkups 86.1 186
medical visits,not checkups 74.5 161
hospital stays 90.3 195
other providers 59.3 128
♦Totals equal >100% and n is >216 due to most respondents
checking more than one category.
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The majority of the women visit family practice 
physicians (61%, n=132) and/or gynecologists (51.9%, n=112). 
"Nurse practitioner", as a utilized health care provider, was 
listed by only 5.6% (n=12) of the women, and "midwife" was 
cited by only one respondent (0.5%) (Table 12) .
Table 12
Type of Provider Utilized
Type___________________________ %________________ n*
Family Practice Physician 61.1 
Internist 
Gynecologist 
Nurse Practitioner 
Midwife 
Chiropractor 
Nutritionist 
Acupuncturist 
Homeopathic Provider 
Other
♦Total equals >216 and >100% as many subjects listed more 
than one provider. For those subjects who indicated they had 
more than one provider, it was not possible to ascertain to 
which provider the subject was referring to when answering the 
questionnaire.
132
18.5 40
51.9 112
5.6 12
0.5 1
9.7 21
0.9 2
0.5 1
2.8 6
13.0 28
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Approximately 26% (26.3%, n=56) of the respondents 
reported zero days of illness or injury that prevented normal 
activities during the past year. Almost one-half of the 
respondents (48.9%, n=104) indicated they had between one and 
five days of illness or injury that prevented normal activities 
during the past year (Table 13).
Table 13
Number of Davs Normal Activities Restricted Due to
11Iness/Ini urv 
Value % n
0 26.3 56
1 - 2 27.7 59
3 - 5 21.1 45
6 - 1 0 9.4 20
11 - 20 7.5 16
>21 8 . 0 17
Total 100.0 213
n=213 
mean=5.68 
mode=0 
median=2.0 
sd=10.27
♦There were three outliers, reporting 97, 210, and 365 days. 
These outliers are not computed into these descriptive 
statistics.
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Study Variables
Body mass index
Body mass indexes (BMI=kg/meter squared) ranged from 
16.75 through 65.98 (mean=26.54; mode=19.75; median=25.11; 
sd=7.04). Body mass index values were categorized according to 
the definition of obesity (Danford & Fletcher, 19 93)
(Table 14). The percentage of obese women in the sample 
population (34.7%; n=73) approximates the percentage of obese 
women in the general population (34.9%) (Kuczmarski, et. al., 
1994).
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Table 14
Body Mass Index (BMP
BMI_________________________________ I____________n_
<27.5 "normal"* 65.2 137
27.5 - 30.0 "mild obesity" 9.0 19
>30 - 40.0 "moderate obesity" 20.5 43
>40.0 "morbid obesity"_____________ 5 .2__________ 11
Total** 99.9 210
♦The definition of "underweight" was not addressed in Danford & 
Fletcher's article and therefore the "underweight" were not 
separated from the "normative" weight group. Moreover, stigma 
has been associated with obesity; increased morbidity has been 
associated with obesity. Therefore, the focus of study is 
obesity.
♦♦Total does not equal 100% due to figure rounding. 
n=210
mean=26.54 
mode=19.78 
median=25.11 
sd=7.04
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Delay/Avoidance of Health Care
Nineteen reasons for delaying/avoiding health care were 
listed. Subjects were asked to recall if they had delayed 
health care for any of the 19 reasons listed in the "past 12 
months" and "ever" columns.
Delav/Avoid Health Care - "ever". For the "ever" 
category, approximately 31% (n=66) of the participants cited 
zero reasons for having "ever" delayed or avoided health care. 
Approximately 40% (n=85) of the participants cited from 1 to 3 
reasons for having "ever" delayed health care. More than 27% 
(n=60) cited from 4 to 9 reasons, while 2.5% (n=5) cited from 
13 to 19 reasons for having "ever" delayed or avoided health 
care (Table 15).
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Table 15
Delav/Avoid Health Care - "ever": Total # Items Checked
Number of items % n
0 30.6 66
1 13.9 30
2 15.7 34
3 9.7 21
4 6.5 14
5-7 14.8 32
8-9 6.5 14
13-19 2.3 5
Total 100.0 216
n=215 
mean=2.78 
mode=0 
median=2.0 
sd=3.32
The reason most frequently cited for "ever" 
delaying/avoiding health care is cost (35.6%, n=77), followed 
by a lack of time (30.6%, n=66) (Table 16). A lack of 
confidence in available providers was the third most cited 
reason (28.2%, n=61) for "ever" having delayed/avoided health 
care. Approximately 19% (n=42) cited having "gained weight 
since last visit" as a factor in delaying or avoiding health 
care, and 13.4% (n=29) cited not wanting to "get weighed on the 
scale" as a factor in delaying or avoiding health care.
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Knowing they would be told to "lose weight" was a factor in 
delaying/avoiding health care for 14.8% (n=32) of respondents.
Table 16
Reasons for Delaying/Avoiding Health Care: "ever" and "past
twelve months"
Reason for 
delay/avoidance in 
health care________
ever
n
past year
n
Non-weight-related
Cost 35.6 77
Time 3 0.6 66
Lack confidence 28.2 61
Rushed in office 15.7 34
Appointment 14.8 32
Travel 6.9 15
Transportation 4.6 10
Fear 15.7 34
Child care 7.4 16
Waiting room wait 13.9 30
Pain 10.2 22
Medical tests 16.2 35
Smoke 4.2 9
Other 9.3 20
16.7 
25.5 
12.0 
9.7 
10.2 
6.9 
3 
12 
7 
9 
7
8.8
4.2
7.9
36
55
26
21
22
15 
8
26
16 
20 
17 
19
9
17
Weight-related
Gained weight 19.4 42
Get weighed 13.4 29
Told to lose wt. 14.8 32
Undress 8.3 18
Able to rid problem 
by weight loss 8.3 18
n=216
10. 6 
8.8 
9.7
6.5
5.6
23
19
21
14
12
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
56
Delav/Avoid Health Care - "past twelve months". Almost 
one-half of the respondents (49.5%, n=107) denied having 
delayed or avoided health care in the past year. One-fourth of 
the respondents (24.1%, n=52) cited either one or two reasons 
for delaying or avoiding care in the past year. Five (2.4%) 
respondents had from 10 to 19 reasons for delaying or avoiding 
health care during the past year (Table 17).
Table 17
Checked
Number of items % n
0 49.5 107
1 12.5 27
2 11.6 25
3-5 18 . 5 40
6-9 5.6 12
10-19 2.3 5
Total 100 . 0 216
n=216 
mean=l.83 
mode=0 
median=l.0 
sd=2.96
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A lack of time was the most cited reason (25.5%, n=55) 
for delaying or avoiding health care in the past year 
(Table 16). Cost was the second most cited reason (16.7%, 
n=36) and a lack of confidence in available providers and a 
fear of "finding out what is wrong" were tied as the third most 
cited reason (12.0%, n=26) for delaying or avoiding health care 
in the past year. Having "gained weight since the last visit" 
posed a barrier to seeking health care for 10.6% (n=23) of 
respondents, and not wanting "to get weighed on the provider's 
scale" was a factor in delaying/avoiding health care for 8.8% 
(n=19) of respondents. Knowing they would be told to "lose 
weight" was a factor in delaying/avoiding health care for 9.7% 
(n=21) of subjects.
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Esteem, Satisfaction with Medical Care. Attribution
Participants had generally high self-esteem, with an 
average of 40 out of a possible 50 points (Table 18). 
Satisfaction with medical care averaged almost 33, with a 
possible maximum total of 60. The mean for attribution for 
weight was 19.8, with 25 being the maximum number of points 
possible.
Table 18
Descriptive Statistics for Self-esteem. Satisfaction with 
Medical Care, and Attribution for Weight Scales
# of
Scale items Mean Median Mode sd n
Esteem 10 39.83 42.0 45.0 8.09 n=215
Satisfaction 
with medical
care 12 32.95 33.0 31.0 8.17 n=216
Attribution for
weight 5 19.84 21.0 25.0 4.52 n=214
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Profile of Two Heaviest Study Participants
The two heaviest participants had body mass indexes of 50 
and 55.98. These two subjects cited three and five reasons for 
delaying/avoiding health care for both the "past twelve months" 
and "ever". Weight-related reasons for not seeking health care 
totalled two for each of the respondents for the category "past 
twelve months". Weight-related reasons for not seeking health 
care totalled two for one participant and three for the other 
for the category "ever". These results indicate that for these 
morbidly obese women, weight-related concerns pose a deterrent 
to seeking health care.
For the two heaviest participants, satisfaction with 
medical care (mean=31.5), and attribution for weight 
(mean=19.5) scores were comparable to the sample population as 
a whole (33, and 19.8, respectively). Esteem scores were lower 
(mean=33.5) than those of the sample population (39.8).
One of the participants had not sought health care in the 
past year, while the other cited two health care visits in the 
past year. They reported their health as "very good" and 
"good".
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Research Questions
The research questions are stated and the analysis 
results are presented.
1. There is a positive relationship between body mass 
index and the delay/avoidance of health care. It was believed 
the societal and medical stigmas of obesity act as barriers to 
the utilization of health care. Pearson's Product Moment 
Correlation Coefficient was r=.15 (p=.03, n=210) for "ever" 
having delayed/avoided health care and BMI. The coefficient 
was r=.27 (p=0.00, n=210) for delaying/avoiding health care and 
body mass index for the "past 12 months". When weight-related 
reasons are analyzed separately (n=210), the coefficients 
between BMI and the delay/avoidance of health care are 
increased for "past 12 months" and "ever"(r=.43, p=0.00; r=.37, 
p=0.00, respectively) (Table 19).
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Table 19
Correlation Coefficients for Delay/Avoidance of Health 
Care and BMI for Total Sample
BMI
.15
Ever (210)
p=.03*
.27
Past 12 (210)
Months p=0.0*
.37
Wt-related (210)
Ever p=0.0
.43
Wt-related (210)
Past 12 mo. p=0.0
*
*
.002
Non-wt-rel (209)
Ever p=.98
. 17
Non-wt-rel (209)
Past 12 mo. p=.01
*=p<.05
*
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Among obese women (BMI>27.5; n=73), direct correlations 
were observed between body mass index and delay/avoidance of 
health care for the "past twelve months" (r=.33, p=.01). 
Direct correlation was also observed between body mass index 
and weight-related-reasons for delaying health care (r=.36, 
p=.002) for the "past 12 months" (Table 20) .
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Table 20
Correlation Coefficients for Delav/Avoidance of Health Care and
and Satisfaction with
Medical Care for Obese Women
BMI Self-esteem Attrib Satisf
. 16 - .18 .21 - . 18
Ever (73) (73) (73) (73)
p=. 18 p=.13 p=.07 p=.14
.33 - .17 -.01 - .17
Past 12 (73) (73) (73) (73)
Months p=.01* p=. 14 p=.93 p=.15
.20 - .17 .17 .02
Wt-related (73) (73) (73) (73)
Ever p=. 08 p=. 15 p=. 14 p=. 84
.36 - .21 .06 - . 15
Wt-related (73) (73) (73) (73)
past 12 mo. p=.002* p=. 08 p=. 56 p=. 22
. 09 - . 14 .18 - .25
Non-wt-rel (73) (73) (73) (73)
Ever p=. 43 p=.22 p=.12 p=. 03
.26 -.12 -.07 - . 17
Non-wt-rel (72) (72) (72) (72)
past 12 mo. p=.03* p=.30 p=. 58 p=.15
*=p<.05
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Among the categories "normal" weight (BMI<27.5), "mild" 
obesity (BMI=27.5-30), "moderate" obesity (BMI>30-40), and 
"morbid" obesity (BMI>40), the moderately obese (n=43) showed a 
positive correlation between delaying/avoiding health care for 
the "past twelve months" and body mass index (r=.29, p=.05). A 
significant correlation was also shown between body mass index 
and weight-related reasons for delaying health care for the 
"past 12 months" (r=.31, p=.04) (Table 21). Neither the mildly 
obese nor the morbidly obese showed any significant correlation 
between BMI and delay/avoidance of health care. The small 
sample size needs to be kept in mind when interpreting this 
finding.
A positive correlation was also found between 
weight-related reasons for the delay/avoidance of health care 
"ever" and the "normal" weight group (r=.24, n=137, p=.004).
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Correlation Coefficients for Delav/Avoidance by Weight Categories
___________Obesity Category____________
Normal Mild
n=137______n=19
Moderate
n=43
Morbid
n=ll
Eyer .02
p=.79
.05
p=.83
.20
p=.20
.33
p=.33
Past 12 -.003 -.04
Months p=.97 p=.87
.29
p=.05*
-.07
p=.83
Wt-related .24 -.13
Eyer p=. 004* p=. 59
.11
p=.47
.34
p=.30
Wt-related .09 -.07
Past p=.28 p=.77
12 Months
.31 
p=.04*
.13
p=.70
Non- -.08 .15
Wt-rel. p=.36 p=.55
Eyer
.20
p=.21
.23
p=.50
Non— —.04 —.002
Wt-rel. p=.68 p=.99
past 12 mo.
.24
p=.13
-.15
p=.66
*=p<.05
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Approximately 35% (n=25) of the obese women (n=73) were 
shown to delay/avoid health care "ever" due to "weight gain 
since the last health care visit" (Table 22). Of the obese 
respondents, 26% (n=19) had delayed/avoided health care due to 
"not wanting to be weighed on the provider's scale". Being 
"told to lose weight" was a deterring factor to utilizing 
health care for almost one-third (n=22) of the obese subjects.
Among the morbidly obese (BMI>40; n=ll) more than 
one-fourth of the respondents (n=3) reported that "undressing 
in the provider's office" was a reason to delay/avoid seeking 
health care. More than 60% (n=7) of the morbidly obese cited 
being "told to lose weight" as a deterrent to seeking medical 
care.
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Table 22
Frequency of Weight-Related Reasons for Delaving/Avoiding
Reason
%
ever n
%
nast year n
Gained weight 34.2 25 20 .5 15
Told to lose wt 30.1 22 23 .3 17
Get weighed 26.0 19 20 .5 15
Undress 13 .7 10 15.1 11
Able to rid problem 
by wt. loss 13 .7 10 11.0 8
n=73
In summary, the null hypothesis, that there is no 
relationship between body mass index and the delay/avoidance of 
health care, is rejected. Health care avoidance does increase 
as body mass index increases. Both weight-related and 
non-weight-related reasons contribute to the delay/avoidance of 
health care.
2. Among obese women, there is an inverse relationship 
between self-esteem and the delay/avoidance of health care. In 
other words, if an obese woman held a high level of 
self-esteem, she would delay or avoid health care less 
frequently as opposed to an obese woman with low self-esteem.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
58
The correlation coefficients supported the inverse 
relationship, however, they were not significant for p<.05 
(Table 20). These results indicate that obese women with both 
high and low self-esteem delay/avoid health care.
The null hypothesis, there is no relationship between 
self-esteem and the delay/avoidance of medical care, is not 
rejected.
3. Among obese women, there is a positive relationship 
between attribution for weight and the delay/avoidance of 
health care. It was hypothesized that if a woman is obese and 
holds a high level of attribution for weight, thereby blaming 
herself for her obesity, she would have increased sensitivity 
to criticism from a health care provider and therefore delay or 
avoid health care in order to avoid the situation. The 
direction of the relationship was not evident from the 
resultant coefficients, and the coefficients obtained were not 
significant for p<.05 (Table 20). These results indicate that 
obese women with both high and low levels of attribution for 
weight delay/avoid health care.
Therefore, the null hypothesis that there is no 
relationship between attribution for weight and the 
delay/avoidance of health care is not rejected.
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4. Among obese women, there is an inverse relationship 
between satisfaction with medical care and the delay/avoidance 
of health care. It was hypothesized that if a woman tends to 
be satisfied with the health care she receives, the incidence 
of delaying or avoiding health care would be decreased. This 
relationship was supported (r=-.25, p=.03; n=73), directly 
correlating satisfaction with medical care and "total number of 
non-weight-related reasons" cited for delaying/avoiding health 
care in the category "ever". There were no other significant 
correlations between satisfaction with medical care and the 
delay/avoidance of health care among obese women. These 
findings indicate that an obese woman, despite being satisfied 
with the health care she receives, may delay/avoid health care 
for weight-related reasons.
In summary, the null hypothesis, no relationship exists 
between satisfaction with medical care and the delay/avoidance 
of health care, is rejected.
5. Among obese women, there is an inverse relationship 
between attribution for weight and satisfaction with medical 
care. Similar to hypothesis number 4, it was hypothesized that 
if an obese woman holds a high level of attribution for weight.
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she would be more sensitive to criticism or a direction "to 
lose weight" from her provider, thus reducing the satisfaction 
with health care. This relationship was not supported, and the 
coefficient was not significant for p<.05 (r=.ll, p=.34, n=73). 
These results indicate that satisfaction with medical care is 
not significantly associated with attribution for weight; an 
obese woman with high attribution for weight may be satisfied 
with the medical care she receives.
In summary, the null hypothesis, there is no relationship 
between attribution for weight and satisfaction with medical 
care, is not rejected.
6. The independent variables of body mass index, 
self-esteem, attribution for weight, and satisfaction with 
medical care has a combined effect on the dependent variable 
delay/avoidance of health care for the two time periods, "ever" 
and "past twelve months". Multiple regression analysis using 
simultaneous procedure revealed that the independent variables 
body mass index, self-esteem, attribution for weight, and 
satisfaction with medical care accounted for approximately 7% 
of the variance in the dependent variable, delay/avoidance of 
health care "ever" (R=.295; R square=.087; Adj R square=.069; 
F=4.84; p=.001) (Table 23). Satisfaction with medical care was
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statistically significant at .01, and body mass index had a 
probability of .055.
Table 23
Multiple Regression Table of Body Mass Index. Satisfaction with 
Medical Care. Attribution for Weight, and Self-esteem on 
Delav/Avoidance of Health Care-"EVER"
Variable SE B Beta Siq T
BMI
Esteem
Attribution
Satisfaction
.0606 
- .0483 
.0788 
-.0676
.0314
.0284
.0511
.0273
.1350
.1237
.1110
.1751
1. 928 
-1.697 
1. 542 
-2.477
.0552 
. 0912 
. 1246 
. 0141
n=208
R Square=.09 
Adjusted R Square=.07
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A simultaneous multiple regression analysis calculated 
for the same variables on delay/avoidance of health care for 
the "past twelve months" explained 8% of the variance in the 
dependent variable (R=.313; R square=.098; Adj R square=.075; 
F=5.50; p=.0003) (Table 24). However, body mass index was 
significant at .0008 while the other three predictors were not 
significant.
Table 24
Medical Care, Attribution for Weight, and Self-esteem on
Delav/Avoidance of Health Care-"PAST TWELVE MONTHS"
Variable B SE B Beta T Sig T
BMI
Esteem
Attribution
Satisfaction
. 1010
- .0315
- . 0368
- . 0334
.0296 
. 0268 
. 0482 
.0258
.2372 3.408 
-.0850 -1.173 
-.0546 -.764 
-.0910 -1.295
.0008
.2421
.4459
.1967
n=2 08
R Square=.10 
Adjusted R Square=.08
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
73
Regression Analysis for Obese Women
Delav/Avoidance of Health Care Among Obese Women - 
"Ever". In order to further examine the variables that affect 
an obese woman's decision to delay/avoid health care, multiple 
regression analysis was calculated for the independent 
variables body mass index, satisfaction with medical care, 
attribution for weight, and self-esteem on the dependent 
variable delay/avoidance of health care for the obese women 
{"mild", "moderate", and "morbid" obesity; n=73) in the sample. 
The resulting equation accounted for approximately 10% of the 
variance in the dependent variable for the category "ever" 
(R=.386; R square=.149; Adj R square=.099; F=2.98; p=.02). 
Attribution was a significant factor for this group (Table 25).
Further addition of the independent variables age, 
education, and perceived health status did not contribute to 
the equation (R=.396; R square=.157; Adj R square=.067; F=1.73 ; 
p=.12 ; n=73), nor were the variables age, education, or 
perceived health status significant.
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Table 25
Multiple Regression Table of Body Mass Index. Satisfaction with 
Medical Care. Attribution for Weight, and Self-esteem on 
Delav/Avoidance of Health Care-"EVER" for Obese Women
Variable B SE B Beta Sig T
BMI
Esteem
Attribution
Satisfaction
. 0642 
-.0988 
.2568 
-.0701
.0626 
.0575 
.0982 
. 0516
,1202
,2101
,3080
.1554
1.026 
-1.718 
2 .616 
-1.358
.3083
.0903
.0109
.1790
n=73
R Square=.15 
Adjusted R Sqpiare=.10
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Delav/Avoidance of Health Care Among Obese Women - "Past 
Twelve Months". Multiple regression analysis for obese group 
using the same variables for the "past twelve months" accounted 
for 8% of the variance in the dependent variable (R=.363;
R square=.132; Adj R square=.081; F=2.58; p=.04), with body 
mass index being the only significant variable (Table 26).
Table 26
Multiple Regression Table of Bodv Mass Index, Satisfaction with
Medical Care, Attribution for Weight, and Self-esteem on
Delav/Avoidance of Health Care-"PAST TWELVE MONTHS" for Obese
Women
Variable B SE B Beta T Sig T
BMI .1619 .0650 .2941 2 .488 . 0153
Esteem - .0430 .0598 -.0890 -.710 .4748
Attribution .0614 .1021 . 0715 .602 .5494
Satisfaction - .0581 .0537 -.1252 -1.083 .2824
n=73
R Square=.13 
Adjusted R Square=.08
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The further addition of the independent variables age, 
education, and perceived health status increased the adjusted 
R square to 15% (R=.486; R sc[uare=.237; Adj R square= . 152; 
F=2.79; p=.01) (Table 27), with the variables age and body mass 
index being significant for p<.05.
Table 27
Multiple Regression Table of Bodv Mass Index. Satisfaction with 
Medical Care. Attribution for Weight. Self-esteem. Age. 
Education, and Perceived Health Status on Delav/Avoidance of 
Health Care-"PAST TWELVE MONTHS" for Obese Women
Variable B SE B Beta T Sig T
BMI .1417 .0646 .2588 2.194 .0319
Age - .7537 .3278 - .2636 -2.299 .0248
Educ -.1930 .3193 - .0728 - .605 .5476
Esteem -.0063 . 0605 - .0130 - .104 .9178
Attrib .0347 . 1015 .0407 .342 .7336
Satisf - .0271 .0553 -.0588 - .491 .6250
Health -.8871 .5295 -.1957 -1.675 .0988
n=73
R Square=.24 
Adjusted R Square=.15
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These findings indicate that the variables body mass 
index, satisfaction with medical care, attribution for weight, 
and self-esteem do have a combined, albeit small, effect on the 
dependent variable delay/avoidance of health care. Therefore, 
the null hypothesis, that there is no combined effect among the 
variables, is rejected.
Other Findings
Esteem. Attribution for Weight, and Satisfaction with 
Medical Care. As body mass index increased, esteem was found 
to decrease for the women in the sample. This finding held 
true for the obese women of the sample as well (Tables 28 and 
29). As the severity of obesity increased, esteem was found to 
decrease.
Among the sample measured as a whole, an increase in body 
mass index was associated with a decrease in attribution for 
weight. Among obese women, an increase in esteem was 
associated with an increase in attribution for weight (r=.30, 
p=.009, n=73). No direct correlation was found between esteem 
and satisfaction with medical care among obese women (r=.19, 
p=.11, n=73).
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Correlation Table for BMI Among Total Sample
Esteem
Satisfaction with Attribution 
medical Care_____ for weight
BMI - .18 
(209) 
p=.01*
- . 08 
(210) 
p=. 25
- .23 
(209)
p=.001*
*=p<.05
Table 29
Correlation table for BMI among obese women
Esteem
Satisfaction with Attribution 
medical Care_____ for weight
BMI - .28 
(73) 
p=.02*
-.13
(73)
p=.29
- .13 
(73) 
p=. 26
*=p<.05
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An inverse relationship was found between self-esteem and 
the delay/avoidance of health care (Table 30) for the sample 
measured as a whole. An inverse relationship was also found 
between satisfaction with medical care and delay/avoidance of 
health care for non-weight related reasons for the total 
sample.
Post hoc one-wav analvsis of variance. Comparisons among 
the four groups of weight classifications ("normal", "mild" 
obesity, "moderate" obesity, and "morbid" obesity) for the 
variables esteem and attribution were made by one-way analysis 
of variance. For the variable esteem, analysis of variance 
was F=2.90, df=3,205, and p=.04. For the variable attribution, 
analysis of variance was F=5.15, df=3,205, and p=.002. The 
Scheffe test was used to examine which groups contribute to 
the difference. The Scheffe test was used because of its 
stringency (Woods & Catanzaro, 1988). The results are shown in 
Tables 31 and 32.
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Table 30
Correlation Coefficients for Self-esteem, Attribution
'=p<. 05
Total Sample
Self-esteem Attrib Satisf
-.19 . 08 -.20
Ever (215) (214) (216)
p=.006* p=. 27 p=.003*
- . 16 -.11 -.14
Past 12 (215) (214) (216)
Months p=.023* p=. 10 p=.043*
-.20 .01 -.002
Wt-related (215) (214) (216)
Ever p=.003* p=. 88 p=. 97
-.16 -.09 -.11
Wt-related (215) (214) (216)
Past 12 mo. p=.019* p=. 20 p=. 19
- . 13 . 09 -.26
Non-wt-rel (214) (213) (215)
Ever p= . 057 p=.177 p=.00*
- . 13 -.12 -.13
Non-wt-rel (214) (213) (215)
Past 12 mo. p= . 06 p=.082 p=.049*
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
81
Table 31
The Scheffe Test for the Difference Among the Groups for the 
Variable Esteem (One-wav Analvsis of Variance)
Obesity Category 
"Morbid" "Moderate" "Mild" "Normal" 
 n=ll_______n=43_____ n=19_____n=13 6____
Mean of Esteem 
bv Obesitv Group 
"Morbid" 33.63 
"Moderate" 39.91 
"Mild" 38.74
"Normal" 40.76 *
*A significant difference {p<.05) exists between the means for 
the "morbidly" obese group and the "normal" group.
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Table 32
The Scheffe Test for the Difference Among the Groups for the 
Variable Attribution (One-way Analysis of Variance)
Obesity Category 
"Morbid" "Moderate" "Mild" "Normal" 
_____n=ll________n=43_____ n=19_____ n=136
Mean of Attribution 
bv Obesitv Group
"Morbid" 16.64 
"Moderate" 18.40 
"Mild" 19.16
"Normal" 20.66 * *
*A significant difference (p<.05) exists between the means for 
the "morbidly" obese group and the "normal" group, and between 
the means for the "moderately" obese group and the "normal" 
group.
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Respondents with Increased Delav/Avoidance of Health 
Care. Five subjects cited from 13 to 19 reasons for 
delaying/avoiding health care "ever". Frequencies were run for 
the variables body mass index, esteem, satisfaction with 
medical care, attribution for weight, health insurance 
coverage, and perception of health on the five subjects. No 
pattern or "typical" subject profile emerged. Body mass 
indexes ranged from 20.7 to 37.2 (mean=28.2, sd=6.9). Esteem 
scores ranged from 26 to 43 (mean=34.8, sd=7.0 ; maximum 
possible=50); satisfaction with medical care scores ranged from 
27 to 43 (mean=36.2, sd=6.1; maximum possible=60); attribution 
for weight scores ranged from 18 to 25 (mean=21.6, sd=2.6; 
maximum possible=25); health was excellent, very good, or good 
for the five subjects. Moreover, 80% of the respondents 
carried health insurance that covers "checkups", and 60% 
carried health insurance that covered "medical visits-not 
checkups".
Lack of Confidence in Health Care Providers. More than 
one-fourth of the subjects (28.2%, n=61) cited a lack of 
confidence in the provider as a factor in delaying/avoiding 
health care "ever". Frequencies for body mass index, esteem, 
satisfaction with health care, attribution, and health were run
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for the subjects that cited this reason. Body mass indexes 
ranged from 16.8 to 48.9 (mean=26.2, sd=7.05); esteem scores 
ranged from 10 to 50 (mean=38.1, sd=8.8); satisfaction with 
medical care scores ranged from 12 to 45 (mean=29.7, sd=7.5); 
attribution for weight scores ranged from 9 to 25 (mean=20.2, 
sd=3.9); and health was excellent, very good, or good for 90.2% 
(n=55) of the subjects.
Perception of Weight. Although more than 60% {65.2%, 
n=13 7) of the participants were of normative weight, more than 
60% (62.4%, n=131) considered themselves to be "a little above 
normal weight" to "very much above normal weight" (Table 33). 
This finding supports the position that the standard for 
"normal" weight in our society is a "thin" one.
Furthermore, a positive direct correlation was found 
between participants' perception of weight and weight-related 
reasons for the delay/avoidance of health care "ever" (r=.25, 
p=.0 03, n=137) among the "normative" weight subjects. These 
findings indicate that having the perception of being 
overweight causes some women to delay seelcing health care.
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Table 33
Respondent's Perception of Own Weight
Value_________________________________%___________________ n
Below the "norm" 6.2 13
Just about at the "norm" 31.4 66
A little above the "norm" 22.9 48
Somewhat above the "norm" 22.4 47
Very much above the "norm" 17 . l__________________36
Total 100.0 210
n=210
Age. Education, and Delav/Avoidance of Health Care. The 
variable age was significantly inversely correlated with 
delay/avoidance of health care for the category "ever"
(r=-.17, p=.01, n=216) and for the category "past twelve 
months" (r=-.22, p=.001, n=216). This finding indicates that 
as women age, health care is delayed/avoided less frequently. 
Among obese women, age was significantly inversely correlated 
with delay/avoidance of health care for the "past twelve 
months" (r=-.28, p=.017, n=73) and with non-weight-related 
reasons for delaying/avoiding health care for the "past twelve 
months" (r=-.26, p=.026, n=73). These results indicate that
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obese women continue to delay health care for weight-related 
reasons as they get older.
No significant correlation was calculated between the 
variables income and delay/avoidance of health care "ever" 
{r=-.10, p=.14, n=205) or between income and delay/avoidance of 
health care for the "past twelve months" (r=-.04, p=.60, 
n=205). This finding cannot be generalized beyond the 
population sample obtained, as the majority of the subjects 
were of middle to upper-class socioeconomic status.
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Discussion
Summary of Findings 
This study sought to examine the association between body 
mass index and the delay/avoidance in seeking health care among 
women who comprise a continuum of body weights. Three 
additional variables, namely, self-esteem, satisfaction with 
medical care, and attribution for weight, were analyzed on data 
obtained from the obese subjects in the sample.
Studies have shown that morbidity and mortality rates are 
increased in the obese population. Studies have also shown 
that medical and sociological stigmas of obesity exist. Thus, 
the focus of this study was on the obese.
Delav/Avoidance of Medical Care
The results obtained in this study support previous 
findings (Packer, 1990) that the sociological and medical 
stigmas of obesity act as barriers to seeking health care. As 
body weight increased, the rate of health care delay/avoidance 
also increased. The data from this study show that reasons for 
delaying or avoiding health care include both weight-related 
and non-weight-related reasons. The most frequently cited 
weight-related reasons were "having gained weight since the 
last health care visit", and "not wanting to get weighed on the
87
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scale". The most frequently cited non-weight-related reasons 
were a "lack of confidence in the provider", "not enough time", 
and the "cost" associated with a health care visit.
Self-esteem/Attribution for Weight
An increase in body size is significantly associated with 
a decrease in self-esteem. This was true for the sample 
population as a whole and for the obese group, when analyzed 
separately. This finding supports the position that a 
sociological stigma against obese women exists 
(Maddox, et. al., 1968; Dinitz, et. al., 1969: DeJong, 1980; 
Hiller, 1981; Stake & Lauer, 1987; Crandall & Biemat, 1990; 
Hughes & Degher, 1993; Crandall, 1994; and Pingitore, et. al., 
1994) . Bearing the stigma and deviancy of obesity makes one an 
inferior individual (Goffman, 1963; Dinitz, et. al. 1969) and 
consequently self-esteem suffers. The findings of this study 
support previous findings by Packer (1990) that obese women 
with either high or low self-esteem delay/avoid seeking health 
care.
In the obese group, esteem was positively correlated with 
attribution for weight. This appears to be an incongruent 
finding in that previous studies (Fuller & Groce, 1991; Allan, 
1994) have indicated that among obese women, an increase in 
attribution for weight causes an increase in feelings of 
negativity towards being obese, thereby supporting the position 
that an obese woman who feels a high degree of responsibility 
towards being obese also feels a responsibility to be thin.
This in turn causes a decrease in self-esteem because she is
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
89
not thin. However, it is important to note that attribution
scores for the "morbidly" and "moderately" obese women
(means=16.64 and 18.40, respectively) were significantly lower 
than attribution scores for the "normative" weight group 
(mean=20.66). Indeed, the results of this study indicate that
women from the "morbidly" obese group had both a lower
attribution for weight and lower self-esteem (mean=33.63).
Moreover, it is possible the position - that obese women 
with a high attribution for weight would have lower levels of 
self-esteem - was not supported because although a woman feels 
a high attribution for weight (i.e. responsibility), she does 
not subscribe to the cultural standard of thinness for women.
In other words, a high attribution for weight may not 
necessarily be synonymous with believing "I, as a woman, should 
be thin". Self-esteem can then be preserved.
It is possible that the findings were influenced by 
church affiliation. Esteem scores tended to be high 
(mean=39.83) overall. Church affiliation and a spiritual 
belief may increase self-esteem and a sense of well-being. The 
majority of the sample population was well-educated, employed, 
and of middle to upper socioeconomic status. Perhaps these 
variables contribute to increased esteem and attribution for 
weight by means of a strong work ethic and sense of 
responsibility for all aspects of their lives.
Nevertheless, these findings contradict previous findings 
(Packer, 1990; Fuller & Groce, 1991) that those who reject the 
cultural standard of thinness have higher levels of self­
esteem. However, the findings of the study do indicate that
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obese women with both high and low levels of attribution for 
weight will delay/avoid health care, supporting findings from 
Packer's (1990) study.
Satisfaction with Medical Care
Satisfaction with medical care was, at best, marginal, 
for the group as a whole and for the obese group. Among the 
obese respondents, an increase in satisfaction with medical 
care was shown to decrease the number of non-weight-related 
reasons for delaying/avoiding health care in the "ever" 
category. No other significant correlations with satisfaction 
with medical care emerged. This finding supports the position 
and previous findings (Packer, 1990) that although an obese 
woman may be satisfied with the health care she receives, 
weight-related reasons will continue to deter her from seeking 
health care.
It is possible that regardless of body size, self-esteem, 
satisfaction with medical care, or feelings of attribution for 
weight, medical care is sought only if the perceived benefits 
of receiving such care outweigh any negative aspects of seeking 
it. The results of this study reflect that this threshold may 
take longer to "reach" for the obese woman, given the stigma 
she is penalized with by her health care provider.
Kina's Interacting Systems
King's framework states the three systems (personal. 
Interpersonal, and social) interact dynamically to provide an 
individual's internal and external environments. Each system
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is defined by concepts. These concepts served to define the 
variables measured in this study. The personal system included 
the concepts of perception, body image, and growth and 
development. The interpersonal system included interaction, 
role, and communication. The social system included status.
It was hypothesized that the stigma of obesity functions 
to describe a role and status of an obese woman. This role and 
status then impacts upon her personal system (perception: 
attribution for weight ; body image : self-esteem; and 
growth and development : weight) , which then affects her 
interpersonal system (interactions and communications with the 
medical community), and consequently her behavior (See Figures 
1 and 2).
The findings of this study support King's conceptual 
framework. The role/status of obesity (stigmatized) impacts a 
woman's body image (esteem) and perception (attribution), and 
influences the quantity and quality of interactions with her 
health care providers (delay/avoidance). An increase in body 
size was associated with a decrease in self-esteem and 
attribution for weight, and an increase in the delay/avoidance 
of health care. An increase in body size was also inversely 
associated with satisfaction with medical care, although not 
statistically significant for p<.05.
However, the tool used and measurements obtained do not 
"tell the whole story", nor would it be possible to do so with 
a single study. The personal, interpersonal, and social 
systems are dynamic. Obtaining measurements at one point in 
time provides a "snapshot" view of a portrait that is
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"dynamically panoramic" in nature. For exairple, most obese 
women have many roles in addition to the role imposed upon them 
as that of an obese woman. These roles undoubtedly affect each 
other, and one role may be sensed more acutely than others at 
any given point in time or situation. To illustrate, the role 
of a church-going woman may be felt predominantly over the role 
of an obese woman when a measurement such as attribution for 
weight or self-esteem is being measured in a church setting. 
Conversely, the role of an obese woman may be felt more acutely 
when sitting in the office of a health care provider.
Responses to questions can differ between the two situations.
Limitations
The results of this study are not generalizable to all 
women. The results may be applicable to women who fall within 
similar demographic parameters, for example, church-going, 
educated, middle to upper socioeconomic status women who have 
health insurance.
The sample studied was a convenience sample. This is a 
limitation of the study as it does not "ensure a full array of 
responses" (Woods & Catanzaro, 1988; p.108). Although no 
Jewish synagogues were sampled, two (1%)subjects reported being 
Jewish. Ten (5.1%) respondents reported their religion as 
"none". It is not known whether these subjects are active 
church participants. It is possible they are searching for a 
church "home", or their attendance at church may have been a 
chance finding. Furthermore, questionnaire responses may have
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differed had they been collected at a site other than a church 
site (for example, a health care provider's office).
Several (2.8%,n=6) participants did not specify their 
weight, yet described it as "very much above the norm" . Those 
subjects who did not cite their weight were noted to have cited 
weight-related reasons for delaying/avoiding health care. 
However, their responses could not be used for correlations 
that required computation of the body mass index. Inclusion of 
these subjects may have strengthened the finding that an 
increase in body mass index is associated with an increase in 
the delay/avoidance of medical care.
The ability to recall past events may be a limitation of 
the study. The participants were asked to recall whether they 
have delayed/avoided health care "ever" or during the "past 
twelve months". Difficulty with recalling events for the "past 
twelve months" or "ever", in particular, may have occurred. 
Difficulty with recalling events would render the results 
invalid.
Not including the time and space concepts in the personal 
system of King's framework is a limitation of the study. The 
study cannot purport to be testing the validity of King's 
entire framework. However, the study did include those 
concepts which the literature showed to be relevant, and the 
findings support King's framework in relation to the concepts 
of Role, Status, Perception, Body Image, Growth and 
Development, Communication, and Interaction. Nevertheless, 
inclusion of the concepts time and space in future research can 
add another dimension to the study of obesity.
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Implications for Health Care Providers
The concepts of disease prevention, wellness, and health
promotion are basic and common-sensical in theory, however, in
practice they are anything but basic and simple to enact.
Barriers to health care utilization exist. These barriers may
be financial or nonfinancial. Health care providers need to be
aware of these barriers.
Members of vulnerable populations may face barriers to
health care utilization in that they may be unable or reluctant
to access it. The obese may be one such population. An obese
woman may choose to forgo obtaining health maintenance care if
she feels humiliated and blamed by her health care provider.
Health care providers need to recognize when a client is
at-risk for not returning. Non-judgmental caring and optimum
communication skills are needed to avoid alienating a client
who may choose not to return. Trust and rapport in a
relationship take time; however, a positive initial meeting
with an obese client provides the foundation for future
contacts (Tenzer, 1989; Wartman, 1990). Negative attitudes do
not encourage "compliance" or follow-up. They motivate clients
to avoid contact with health professionals (Rand & MacGregor,
1990) . The following encounter, witnessed by the researcher,
illustrates the need for sensitivity when dealing with a young,
obese individual :
A provider is treating an obese adolescent female and 
is preparing to write a prescription. He inquires 
what her weight is and is told by the medical assistant 
that the patient's weight is 178 pounds. His expression 
is one of shock and disbelief and his reply is "That's 
more than an adult." The young patient appears humiliated 
and smiles sheepishly.
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The health care visit on that day will most likely influence 
that young lady's inclination to receive health care in the 
future.
To reduce negative interactions such as the one 
illustrated above, there are actions that can and should be 
taken by health care providers. A holistic approach to the 
care provided to the client can include a focus on health and 
well-being, not weight (Allan, 1994). Emphasis needs to be 
placed on evaluating and optimizing lifestyle patterns such as 
stress reduction, exercise, and healthful eating habits.
Weight reduction can be approached as a partnership between the 
provider and client, rather than as a directive such as "Lose 
weight" aimed at the client. Allan (1994) suggests a holistic 
approach to health care needs to encompass not only health
outcomes, but also needs to take into account "each
individual's perspective on success, health status, weight 
history, and goals related to appearance and body size" and 
that "nurses must refuse to participate in cultural stereotypes 
related to fatness and challenge the sexist bias inherent in
the cultural ideal for women's bodies" (p.541).
In a review of the literature on obesity and its 
treatment, Robinson, Gjerdingen, and Houge (1995) state that 
not only should the obese be encouraged to follow a healthy 
life-style and avoid repeated dieting, but that a conscious 
effort to treat obese patients with understanding and respect 
should be made. They also suggest measures to put obese 
clients at ease, such as providing furniture and gowns that 
accommodate individuals of all sizes, large blood pressure
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cuffs, additional weights for scales, and locating the scale in 
a private area.
Studies have shown that health care providers will 
readily attribute many physical maladies to a client's obesity 
(Young & Powell, 1985; Packer, 1990), and perform limited 
examinations (Packer, 1990) . Obesity does not preclude the 
need for a careful and thorough health history and physical 
examination. It should not be assumed that an obese person's 
pathology is due to excessive adiposity.
Healthy People 2000 has outlined the nation's health and 
wellness goals (United States Department of Health and Human 
Services, 1992) . To reduce obesity-related morbidity and 
mortality is among those goals. All health care providers, 
including nurses and nurse practitioners, can assist 
progression toward those goals by providing caring, 
collaborative, supportive, and holistic care to obese clients.
Recommendations for future research
A lack of confidence in their health care provider has 
acted as a deterrent to seeking health care "ever" for more 
than 28% (n=61)of the respondents. Research into nonfinancial 
barriers to health care should include examining the issue of 
confidence in a health care provider. Most health care 
professionals are accustomed to hearing about others' 
dissatisfaction with medical care, but few probably realize 
that it poses a barrier to health care, as this study 
surprisingly revealed.
The replication of this study using a variety of sample 
populations (e.g. people of different races or socioeconomic
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status) would further expand the knowledge base on obesity and 
health care utilization. The male gender, obesity, and health 
care utilization should also be studied. Replication of the 
study using an adolescent and teen-aged population would add 
further insight into weight-related concerns that population 
has. In addition, statements have been made by pregnant women 
that health care is delayed/avoided because of the weight gain 
associated with pregnancy. Therefore, the study of weight gain 
and weight-related concerns as a barrier to prenatal care is 
warranted.
The information on obesity would benefit from studies 
that examine health care utilization and certain types of care, 
for example gynecological care. Such research should explore 
the question "Are all types of health care avoided, or just 
certain types of it?". Research examining obesity, health care 
utilization, and the type of provider (for example, 
gynecologist, family practice physician, nurse practitioner, 
male, or female) would provide another dimension to the study 
of obesity.
Research has shown that health care is delayed/avoided 
among the obese. Outcomes based research examining any 
deleterious effects that occurred as a result of 
delaying/avoiding health care is essential, not only from a 
patient's point of view, but in light of the nation's goals of 
Healthy People 2000 in conjunction with decreasing health care 
costs.
This study looked at women who comprise both a continuum 
of weights, and women who are classified as "obese". It is
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
98
recommended that future research include analyzing data from 
women who are classified as "underweight" .
And lastly, taking a second look at routine practices, 
such as weighing in at each health care visit, is warranted. 
There is no doubt that certain disease states, such as 
congestive heart failure or cancer, require routine weight 
checks. However, because this .seemingly simple practice is not 
so benign for many clients, perhaps research on taking a more 
individualized approach to "weigh-ins" should be taken.
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YOUR ASSISTANCE IS NEEDED I 
HELP INCREASE KNOWLEDGE ABOUT WOMEN'S HEALTH!
I am Christine Aramburu Drury, R.N., B.S.N., a graduate 
student in the Department of Nursing at the University of 
Nevada, Las Vegas. As part of my Masters' Degree in 
Nursing, I am conducting a survey of women, their health, 
and about how they feel about visiting medical doctors.
This study is for women who are not oreenant at the present 
time.
The questionnaire will take about ten minutes to complete. 
Completing this questionnaire implies consent to participate 
in the study. Participation is voluntary and you may 
withdraw from participation at any time. Your answers will 
be kept confidential.
This letter is yours to keep if you would like it.
This research is being conducted as part of a masters* 
thesis by:
Christine Aramburu Drury 
Department of Nursing 
University of Nevada, Las Vegas 
Las Vegas, Nevada 89154-1017 
(702) 895-3360
For questions regarding the rights of research subjects,
please contact;
University of Nevada, Las Vegas 
Office of Sponsored Programs 
(702) 895-1357
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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15. Ptease Indicate how much you agree or (filagree w ith the following itaiement:
Preventive health care (lor eaample: Pap ameara. mammogram) is beneficial.
Strongly Olsagrae-»Slrongly Agree 
1 2 3 4 6
16. In comparison to the weight that most people In the United Stales consider the "norm" for your 
height, do you consider your current weight to be:
a ._______below the "norm"
b. hist atxrut at the "norm"
c. a little above the "norm"
d. somewhat above the "norm"
e. very much above me "norm"
Please answer the questions below by checking or circling the appropriate response, or filling In the 
information requested. A ll information on this ({uestlonnaire will remain confidential.
1. Would you soy your freelih in general la:
 escellenl
 very good
 good ielf pool
2. Do you have a particular health care provider whom you could call or visit II you needed medical 
advice or a cheekupf VO*
3.
3"CD
CD■DOQ.C
aO
3■DO
CDQ.
■DCD
C/)
C/)
People have (fiflerent ideas and asperiences about their weight 
agree or disagree w ith the following statements:
e. I feel personally responsible for whether or 
not 1 am above the "norm" on weight.
b. I feel personeMy responsible for getting down
to a weight that Is considered to be at the "norm".
c. I feel that I am able to  lose enough weight to be 
considered at the "norm", and to keep It off 
permanently.
d. Being at the "norm" on weight Is largely a matter 
of luck.
e. If I eat properly, and get enough exercise arK) rest. I 
can control my weight In the way I desire.
18. What is your age bracket?
Please Indicate how much you 
Strongly Disagrae^Strongty Agree
a. If yes. which of the following providers do you call or visit? Mark all that are appropriate.
1)
2)
3)
4)5) 
61 71 8)
9)
10)
.  Family Practice Physician 
_ Internist 
.  Gynecologist 
.  Nurse Practitioner 
_ Nurse Midwife 
_ Chiropractor 
_ Nutritionist 
_ Acupuncturist 
_ HomeopatWc Provider 
_ Other {please speclfy)_
b. Approxlmalely how long have you had your primary care provider?
19.
a. 18 29 c. What is the gender of your provider?
b 30-39 Male Female
e. 40-49
d. 50^59 d. What Is your provider’ s approximate age?
a. 60-69 veaiB old
f. , 7a79
p. 80-89 Is your orovlder’ a weight:
h 90 end above "under” weiofit
. _. "normal" weloht
What is your total household Income? "over" weight
#0 19.999 
’ #20.000 39.999 
#40,00059.999 
#60,00079,999 
, #60,000 99,999 
. #100,000 and above
•0. What is your race/ethnic background? Check as many as apply.
a. Hispanic
b. Aslan/Padfic Islander
c. Black
d. WNta/Caucaslan
a. Native American
I. Otherfplease specify)
3. During the past twelve months, about how many times did you see any provider about your health? 
{Count each visit separately, even If it was for the same proMemfsymptom.)
_ _ _ _ _ _  times (Indicate numtwr)
4. About how long has it  been since you last saw a health care provider about your health? 
_ _ _ _ _ _  years  months
5. For this last visit w ith  a provider, approximately how much time passed between the time you 
thought you ought to see a provider until you actually saw Nm or her?
- years _____ months
• 1. What Is your retlgion?_
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6. During the past five yews, epproximetely how many différant health care providera have you teen 
about your health?
_ _ _ _  {Indicate number)
7. Do you have haallh insurance for yourself that covers?
a medical checkups _ _ y e s  _ _ n o
b. medical visits, not checkups ,__ ve s___ no
c. hospitals stays ves____no
d. health services by people other
than medical doctora ves no
I People frequently exper1er*ce health problems or symptoms (or wUch they might like to tee a health 
care provider, but do not for some reason. Usted below are some common reasons that people delay 
or avoid seeing a Irealth care provider, even If they have a problam w ith their health. Please Indicate 
t>elow.
1. whether any of lhasa reasons has ever kept or delavad you In saalng a health care provider
2. whether any has kept or delayed you In seeing a health care provider during the past twelve 
months.
gver
b.
c.
d. 
a.
I.0
h.
I.
Pest Twelve 
Months
_  2. I lacked confidence In evailabfe providers.
_ 2. I didn’ t have time.
, 2. I would be rushed In end out of the office.
. 2._____ I fe ll It would cost too much,
_ 2. I had gained weight since my last visit.
, 2. I couldn't get an eppolnlment.
,  2. I would have to travel too far.
_ 2 I didn’t have a way to get there.
_ 2.______ I didn’t  want to  get weighed on the provider's scale.
_ 2. I was afraid of finding out what was wrong.
_ 2 I didn’t have anyone to care for cNIdren or other family members.
_ 2._____ I felt I could get rid of the problem myself, by losing weight.
. 2. I would have to wait too lorrg In the waiting room.
, 2. I didn’t want to  get undressed In the provider's office.
. 2. I was afraid of experiencing pain.
. 2. I would b# given unnecessary medical tests.
12. We are Interested In how likely people are to make an appointment w ith a health cara provider when 
they experience certein symptoms. Listed helow are health proWema wNchfwopla might axperlance. 
Imagine that you have been experiencing each of the following symptoms for one week. Please 
Indicate how likely It Is (hat you would call a health care providrr for an appointment.
Very UnNkaly-Ukaly
a. Pain in legs while walking
b. Diarrhea
c. Blood in urine
d. Fatigue
e. Loss of sight in one eye
f. Back ache
g Chest pain
h. Sore tfwoat
i. Headache
I Fainting
k. Cough
I. Loss of feeling in an arm 
m. Leg cramps
n. Trouble sleeping
0. Heat rash
13. For the following items, plesso indicate below how well each statement describes you:
Doesn’t  describe me-#Oeser1bes me
On the whole. I am satisfied w ith myself, \ 2 3
At times I tlrink I am no good at all. 1 2 3
I feel that I have a number of good qualities. 1 2 3
I am able to do things as well as most other people. 1 2 3
I feel I do not have much to be proud of. 1 2  3
I certainly feel useless at times. 1 2 3
I feel that I am a person of worth, at least
on an equal basis w ith others. 1 2 3
I wish I could have more respect for myself. 1 2 3
All in all, I am inclined to feel that I am a failure. 1 2 3
I take a positive attitude toward myself. I 2 3
People say some good things and bad tNr>gs atxrut health care providers and medical care. From 
your experiences, please indicate below how much you agree or disagree w ith  the following 
statements:
Strongly Oisagree-*Strongly Agree
a. r. r wouio D« loto lo  aioD emuKinB. Doctors spend as much time as necessary w ith each
r. 1. 2. 1 would be told to lose weight. patient. 1 2 3 5
a. 1. 2. Other reasons not listed: b. Doctors should be a little more friendly than they are. 2 3 S
c. Most doctors do r>ot care ftow medical procedures
During the past (waive months, about how many days did illness or injury keep you from performing personally affect you. 2 3 5
your rtormal activities {for example, work, school, homemaklngl? d. Patients receive notNng but the best care from their
____ days {indicate number) doctors. 2 3 5
Many doctors don't care whether or not they hurt you. 2 3 5
During the past twelve months, about how many days did illness or injury keep you in bed all or f. Doctors don’ t cara ftow long the patients have to wail. 2 3 5
most of the day? g Most doctors take a real interest in their patients. 2 3 S
_ _ _  days (indicate rwmber) h. In an emergency, you can always get a doctor. 2 3 5
i. Doctors clearly explain what is wrong before giving
During the past twelve months, about how many days were you a patient overnight In a hospital? you treatment. 2 3 S
_  days (indicate number) 1 Doctors teach patients how to prevent sickness
erxf accidents. 1 2 3 5
k. Most doctors let you talk out your problems. 2 3 51. Doctors era carefid to perform thorough physical exams. 2 3 S Ol-TI
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22. What la your occupation? (Il you ara praaantly unamployad, or if  you ara a fromamakar or atudant, 
please Indicate this) ___________
23. What la the highest level of formal education you have obtained?
_Bemantary school or less
Q  b. Soma high school
O  c. Hlflh school graduate
5  d. Vocational/Business school
3 .  a.______Soma cdlega
(O  f. CoHeoe graduate
3  g.______Post graduate degree
O  h. Other formal education (please specily)_
3  24. How tall are vou? feet Inches
CD
25. How much do you waloh? pounds
T j
C  26. If you have ever been heavier than your current weight (except while pregnant), how much did you
3 -  weigh at your heaviest? pounds
?  a. Approximately how long a period of time ware you at that weight?
-5 b. How long ego did you last weigh this amount? _ _ _ _ _
-Q  27. Are you now on a reducing (flat?
Q_ a. If yes. how long have you been on it?.
yss
b. How much weight have you lost during this period o f time? poundsa
q ' 29. Over the past year, approximately how many days (out of 365) would you say that you were
attempting to reduce your food intake In order to  lose weight? (If none, write "0"): 
_days
30. Do you currently smoke cigarettes?
—   yes  no
CD e. If yes: Approximately how many cigarettes a day?_
b. If no: Did you smoke doarettes In the oast? vea no
c. How long ago did you stop smoking?
THANK YOU FOR YOUR TIME AND COOPERATION!
g
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UNTVERSITY OF NEVADA, LAS VEGAS 103
Protocol Form fo r Research Involving Human Subjects
Submit to OfRce of Spooaored Profm ns: Original of this cover fonn and attach your protocol (including any questionnaires 
and Uformed consent) Log Number   Date Received:______________
Investigaton: (Please print). List person principally responsible for the investigation on line A. If principal investigator is a 
student, list bculty advisor on line B.
Investigator Department Mail Stop
ALcUrUJLLL U UtLLTV £ÜV DOW
R Marcaret Louis RN Ph.D
«ursine
Nursinc
Title of Praiect: Exslorinc the Association between Rodv Weicht and ?
Health Care Avoidance
Duration of Study (Protocol must be renewed annuaUy): Start 0 6 /° 6 ______ Conclude  ̂1/^6
Type of Subraiasiao: XX New _____  (Attach progress report)
  Continuation   Modification
________________ Previous Log Number fif any)
Locatioa of Facilities where study will take place: Public Location such as crrocery store. church
Subjects: (Please estimate numbers.)
 Patients as experimental subjects _____Aisomers. incarcerated si±p:.w
 Patients as cannois XX Normal adult volunteers
 Minors (under 18) _____Persons whose first language
 UNLV students is not English
 Pregnant women or fetuses _____CCSD Students
 Mentally disabled 200 Total Anticipated Subjects
Procedures: (ATTACH relevant maurials, such as questionnaires, interview schedules, written test instruments, and etc.)
^  Survey, questionnaire(s) _____Investigational drug •
 Interview: phoneAn-person _____Approved drug. New use •
 Medical or other personal records _____Investigational Device
 Filming, taping, recording (Attach relevant info)
 Observation _____Placebo
 Participant observation _____Ionizing Radiation
 Anthropological fieldwork (attach CURRENT approval)
 Psychological intervention _____Surgery
 Incomplete disclosure of purpose _____Payment of subjects
 Venipuncture
 Other body fluids, exceta
*Provide FDA Attthorisation and IND Number
r /
Date Principal Investigator’s Sij
YV\i^ n i G
Date I Faculty Advispr’/Signature (^  applicable)
Reviled VifSfH
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
109
U N I V E R S I T Y  OF N E V A D A  L A S  V E G A S
PROTOCOL FORM APPROVAL SHEET 
FOR RESEARCH INVOLVING HUMAN SUBJECTS
Log Number:
Title of Project:  Exploring the association between body
weight and health care avoidance
Investigator: _______Christine Aramburu Drury
Margaret Louis (thesis chairperson)_
After reviewing this proposal, the members
of the Department of Nursing Human Subject^s Rights Review
Committee have indicated below their approval/disapproval of this 
proposal.
Signature of Committee Members Approve Disapprove
uOdir'________________________  _________
Gü-c -sc- ■
The above named project is hereby approved/disapproved (circle 
one ) .
Date = 3 - / 7 / Committee/Chairperson^s Signature
Department of Nursing 
4505 Maryland Parkway • Box 453018 • Las Vegas. Nevada 89154-3018 
(702) 895-3360 • FAX (702) 895-4807
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U N I V E R S I T Y  OF N E V A D A  L A S  V E G A S
DATE: May 23, 1996
TO: Christine Aramburu Drury RN BSN (NUR)
M/S 3018
FROM: Dr. William E. Schulze, Director
"office of Sponsored Programs (X13 57)
i
RE: Status of Human Subject Protocol Entitled:
"Exploring the Association Between Body Weight and Health 
Care Avoidance"
OSP #501s0596-034e
The protocol for the project referenced above has been reviewed by 
the Office of Sponsored Programs and it has been determined that it 
meets the criteria for exemption from full review by the UNLV human 
subjects Institutional Review Board. Except for any required 
conditions or modifications noted below, this protocol is approved 
for a period of one year from the date of this notification, and 
work on the project may proceed.
Should the use of human subjects described in this protocol 
continue beyond a year from the date of this notification, it will 
be necessary to request an extension.
c c : M. Louis (NUR-3018)
OSP File
Office of Sponsored Programs 
4505 Maryland Parkway • Box 451037 • Las Vegas. Nevada 89154-1037 
(702) 895-1357 • FAX (702) 895-4242
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